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CYSTS OF THE PANCREAS—WITH A 
REPORT OF TWO CASES* 
Henry M.D., F.A.C.S. 

Attending Surgeon, Lebanon Hospital; 
Visiting Surgeon, Union Hospital 
New York 


The following discussion of cysts of the pan- 
creas was suggested by a personal observation 
of two patients successfully treated by laparo- 
tomy and drainage. Their histories will serve to 
illustrate some of the salient features of the dis- 


ease. 

Case 1. (Hospital No. 79,791). Mr. A. S., aged 37, 
was admitted to Lebanon Hospital May 5, 1922, after 
an illness of about four weeks duration which began 
suddenly during the night with severe abdominal pain. 
He gave a history of having had four similar attacks, 
the first in 1918 and the last in 1921, which were diag- 
nosed as biliary or renal colic. The last attack began 
with pain in the upper part of the abdomen. It radiated 
to the left shoulder and was aggravated when the patient 
turned on his left side. It became continwous and was 
so severe that he had to have several hypodermatic in- 
jections of morphine before he obtained any relief. 
There was very marked tenderness and rigidity all over 
the much distended abdomen. The bowels moved daily 
ane vomiting occurred two or three times a day during 
the first three days. A blood examination at that time 
showed 40,000 white blood cells with 88% polymor- 
phonuclears. The temperature was 100.5° F. and the 
pulse rate ranged between 110 and 130. His condition 
rentained about the same for about a week. I saw him 
twice during that time through the courtesy of his phy- 
sician, Dr. David Greenberg, and our diagnosis was 
acute cholecystitis or acute pancreatitis or possibly 
both. In view of the fact that the patient was known 
to be a diabetic and that his urine even at that time 
contained five per cent of sugar, albumin and granular 
casts, and because he weighed about 230 pounds, it was 
deemed best to avoid an operation, if at all possible, 
fully realizing that with the huge size of the abdomen, 
the rapid pulse and marked dyspnea an operation under 
any method of anesthesia would be a most formidable 
and dangerous undertaking. After the first week the 
tenderness diminished, the distention became less mark- 
ed and the patient began to feel more comfortable. 
About three weeks after the beginning of the illness an 
indefinite mass could be felt in the epigastric and right 
hypochondriac regions which suggested a pancreatic 
abscess and he was sent to the hospital for operation. He 
claimed to have lost twenty pounds in weight up to the 
time of his admission. At that time he did not appear 
to be acutely ill and was still very stout. His chest 
was barrel-shaped and he had dences of pulmonary 
emphysema. The abdomen was markedly distended, the 
flanks were bulging and the abdominal walls were very 
fat. There was tenderness as well as rigidity in the 
epigastric, left hypochondriac and left lumbar regions. 

n indefinite mass was felt extending from about two 

gers’ breadths below the xiphoid process down to 
about five fingers’ breadths above the umbilicus. The 
lateral borders could not be defined, the mass did not 
scem to move with respiration, and it was flat on per- 
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cussion. The liver, kidneys and spleen could not be 
felt. The temperature fell to normal the day after ad- 
mission and it remained so during the next ten days 
while he was at the hospital; the pulse rate ranged be- 
tween 110 and 120. The blood pressure was 110/80. 
On May 6, 1922, he voided 1440 cc. of urine which con- 
tained no albumin, but showed a four plus acetone re- 
action. The blood showed: sugar, 0.175; CO:, 66; N.P. 
N., 26.6; creatinin, 1.1; Wassermann reaction, negative; 
hemoglobin, 95%; red cells, 4,800,000; white cells, 12,- 
000; polymorphonuclears, 76%; lymphocytes, 24%. The 
patient was put on a diet of 65 gms. of fat, 10 gms. of 
carbohydrates and 75 gms. of proteids. Ten days later 
the daily output of urine was 1860 cc. Because of in- 
ability to retain a sufficient quantity of barium mixture 
the colon could not be properly outlined on x-ray ex- 
amination. In view of his steady improvement the 
patient decided to go home and to return later if the 
abdominal mass grew larger. This he was permitted to 
do because it did not seem likely that he could have an 
abscess of that size with a normal temperature. 

He left the hospital on May 16, 1922, but returned 
about eight weeks later, July 17, 1922. (Hospital No. 
80,548). He had meanwhile continued to lose weight; 
in fact he had lost about sixty pounds since the begin- 
ning of his illness. The pulse rate remained high but 
the temperature was normal all the time. The abdomen 
was still large and was bulging in the upper part and 
flattened out below the mass, which extended from 
about two and one-half inches below the ribs on the 
left side towards the right and beyond the midline. In 
the midline it reached down to the level of the umbilicus. 
It apparently occupied the entire epigastric and left 
hypochondriac regions. It was tense and flat on per- 
cussion and its lower border was irregular. It seemed 
to move with respiration to only a slight degree. The 
liver was palpable on thé right side just above the level 
of the umbilicus. There was no jaundice at any time 
during the entire illness. The temperature was 99.8° F. 
and the pulse rate 90. The urine contained ‘albumin, 
some acetone and a few granular casts, but no sugar. 
After a few days wunder.a regulated diet the albumin and 
acetone disappeared. On July 18, 1922, there was a 
total output of 650 cc. and on July 19, it was 810 cc. The 
ny weight was 175 pounds and the blood pressure 
was 120/92. A diagnosis was made of pancreatic cyst 
following acute pancreatitis. He was operated upon 
July 20, 1922. Under nitrous oxid and ether anesthesia 
the abdomen was opened through a high rectus incision. 
It was found that the tumor mass had pushed the stom- 
ach up under the ribs and the transverse colon down 
below the umbilicus and was covered by the gastro- 
colic omentum. After the gastro-colic omentum was 
incised the cyst was widely exposed and was _ isolated 
from the general peritoneal cavity. It was punctured 
and 3200 cc. of a light chocolate-colored thick fluid were 
aspirated through a canula attached to a suction pump. 
After most of the fluid was withdrawn the opening was 
enlarged and the interior of the cyst was examined. 
The cavity was very deep and extended down to the 
spinal column. It contained a large quantity of a 
brownish, soft, grumous material, a good deal of which 
was removed at the time of the operation but some 
of which was discharged every day for some time after 
the operation. On microscopic examination this mater- 
ial appeared to be détritus of an indeterminable charac- 
ter. The wall of the cyst was very thick and its edges 
were sututed to the anterior parietal peritoneum. Two 
soft rubber tubes were put down to the bottom of the 
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large cavity and the rest of the wound was sutured in 
layers. 

During the first three days after the operation the 
temperature was 101° F; after that it ranged between 
99.5° F. and normal. There was a very free discharge 
of a turbid watery fluid from the cyst requiring frequent 
dressings. One of the tubes was removed three days 
after the operation and the other was gradually shorten- 
ed and then changed for one of a smaller caliber. The 
patient. was out of bed for the first time twelve days 
after operation and he left the hospital on August 14, 
1922, with a small sinus discharging a clear watery fluid, 
which closed about six months after the operation. He 
has felt perfectly well since then and although his urine 
still shows a small amount of sugar whenever he gets 
careless about his diet he regained thirty-five pounds 
and he again weighs 197 pounds. He has had no fur- 
ther attacks of abdominal pain. 

Case 2. (Hospital No. 80,274) Mrs. M. P., aged 24, 
was admitted to Lebanon Hospital under the care of 
Dr. Seymour Basch on June 16, 1922, complaining of 
weakness and seeking advice regarding a tumor in the 
upper part of her abdomen. She first noticed this tumor 
in her left side about eight months previously. Since 
then it had grown somewhat larger but it was not pain- 
ful at any time. She complained of increasing weakness, 
loss of considerable weight and shortness of breath on 
even slight exertion. She had had typhoid fever in 
childhood. She menstruated for the first time at the 
age of twelve, was married at the age of twenty one, 
and gave birth to one child, alive and well. On admis- 
sion her temperature, pulse and urine were normal, 
blood pressure 120/82, weight 113 pounds. Blood exam- 
ination showed 90% hemoglobin, 4,800,000 red cells and 
7,000 white cells with 64% polymorphonuclears and 
36% lymphocytes. Coagulation time eleven minutes. 
The patient appeared well developed and well nourish- 
ed but there was a systolic blowing murmur in the pul- 
monic area which disappeared on respiratory move- 
ments. There were no enlarged lymph glands in the neck, 
axillae or groins. There was no rigidity or tenderness and the 
liver did not appear to be enlarged. There was a dis- 
tinct tumor mass in the left upper quadrant of the ab- 
domen. Through fhe courtesy of the medical service 
I had an opportunity to examine the patient at that 
time and found that she had a well defined globular 
smooth mass, the size of a large grape fruit which 
was neither painful nor tender. It could be moved 
from the left hypochondriac region towards the right and 
in the midline of the abdomen down to below the um- 
bilicus. It appeared to be attached in the left side of 
the upper part of the abdomen, but it was much more 
freely movable than a kidney and seemed more like an 
intraperitoneal than a retroperitoneal tumor. It did not 
present the usual outline of an enlarged spleen, there 
was no sharp edge nor could a notch be felt. It felt 
cystic rather than solid. The spleen could not be felt. 
On bimanual examination the mass could easily be 
pushed into the left flank. In the differential diagnosis 
a cystic tumor of the spleen, pancreatic cyst and mesen- 
teric cyst were considered as the most likely conditions, 
although the tumor seemed to be situated too high for a 
mesenteric cyst. Roentgen ray ex?mination with the 
aid of pneumoperitoneum, pyelography and exploratory 
laparotomy were suggested but the patient refused all of 
these measures and went home. 

She was readmitted to the surgical service of the hos- 
pital (Hospital No. 82,310) on January 9, 1923, because 
she began to have pain in the left side and because she 
thought that the tumor was growing larger and there- 
fore wished to have it removed. The same findings 
were noted as before. A few days after admission, on 
January 12, 1923, cystoscopy and roentgen ray examina- 
tion of the urinary organs, (Film No. 2063) were per- 
formed, which disclosed the following conditions: At 
the level of the fourth lumbar vertebra on the right 
side there was a re‘iuplication of the right ureter as 
shown by the course of the opaque ureter catheter. 
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There was no evidence of any abnormal shadow in the 
region of the right kidney. The left catheter was dis- 
placed slightly inward in the region of the second and 
third lumbar vertebrae. The left kidney appeared 
slightly enlarged and was lying within the shadow of a 
much larger mass, the outline of which was well round- 
ed and extended along the border of the lower ribs 
down to the level of the upper border of the body of the 
fourth lumbar vertebra. The mass was apparently ex- 
trarenal. 

On January 13, 1923, under nitrous oxid and ether 
anesthesia the tumor was exposed through a high left 
rectus incision. It was found to be situated between 
the greater curvature and left side of the stomach above 
and the upper part of the transverse colon below. After 
demonstrating the normal spleen and normal left kidney, 
the gastrocolic omentum was incised, exposing a cystic 
tumor which was freely movable but had a broad attach- 
ment to the left half of the pancreas. On pulling the 
tumor out of the abdomen the pancreas was readily 
demonstrated and was seen to form the posterior wall 
of the cyst. After isolating the tumor from the periton- 
eal cavity about 750 cc. of a light chocolate-colored vis- 
cid fluid were obtained by aspiration. After removing 
about one half of the thick cyst wall, the edge of the 
remaining part was sutured to the edge of the incised 
anterior parietal peritoneum and anterior sheath of the 
rectus muscle, thus marsupializing the remaining por- 
tion of the cyst. Two rubber tubes were used as drains 
and the rest of the wound was closed in layers with in- 
terrupted sutures. Microscopic examination of a section 
of the cyst wall showed it to be composed of many 
layers of connective tissue undergoing hyaline degenera- 
tion, some fat and a few blood vessels. There was no 
evidence of malignancy. A culture from the cyst con- 
tents remained sterile. The fluid showed a specific grav- 
ity cf 1020. Tests for renin and pepsin were negative. 

After the operation there was free drainage of a 
watery fluid. One of the drains was removed on the 
sixth day and the other was shortened gradually. There 
was very little irritation from the discharge. All sutures 
were removed by the fifteenth day and the patient was 
out of bed on the eighteenth day after operation. She 
was discharged from the hospital on February 11, 1923, 
or about four weeks after the operation, with her wound 
practically healed. At the present time, about fourteen 
months ufter the operation, she feels perfectly well. 


Cysts of the pancreas are not common. Korte’ 
in his excellent contribution to the subject states 
that the first successful operation by laparotomy 
was done by Gussenbauer in 1882. Up to the be- 
ginning of 1902 he was able to collect from the 
literature 177 operated cases. Since that time re- 
ports have been increased but according to Linde- 
mann? only about 300 operated cases have been 
reported since the first case was operated upon in 
1862 by Le Dentu. Important contributions to 
the I'terature of diseases of the pancreas have 
been made by Oser*, von Mickulicz*, Opie’, 
Mayo-Robson and Moynihan’, Villar’ and J. B. 
Deaver®. Our knowledge of the pathology of 
cysts of the pancreas has been increased by the 
studies of Diekof, Tilger and, especially, Lazar- 
us®. More recently there have appeared reports 
of individual cases by Ballin and Saltzstein ™, 
W. J. Lindemann?, A. Primrose“ and C. E. 
Eha", 

The most important recent contribution to the 
literature of cysts of the pancreas was made in 
1920 by Ic. Judd**. His report is based upon 4 
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study of 41 operations at the Mayo Clinic. The 
ages of the patients varied between 21 and 68 
years. There were 24 females and 17 males. Two 
of the patients had diabetes at the time of the 
operation ; both lived for about one year and then 
died in diabetic coma; one developed diabetes 
after the operation. The time of onset of symp- 
toms varied from three weeks to 25 years. 
The syndrome varied greatly and the diagnosis 
was often difficult. Pain was nearly always pres- 
ent. Loss of weight was marked in many cases. 
Four had sugar in the urine which cleared up 
under treatment. Trauma seemed to be an etio- 
logical factor in only one of the cases; the cyst in 
this case appeared about two months after an in- 
jury. There was one true hemorrhagic cyst 
which appeared soon after labor, although there 
was no history of traumatism. There was one 
dermoid cyst and in two cases there was malig- 
nancy present. The cysts var‘ed greatly in size. 
In many of the cases it was difficult for the oper- 
ator to determine whether the tumors were true 
pancreatic cysts or pseudocysts. Nor was it pos- 
sible to determine whether the tumors were cyst- 
adenomas or true retention cysts caused by ob- 
struction. Gall stones were found in twelve pa- 
tients and a definite cholecystitis without stones 
intwo others. In addition, in three cases opera- 
tion for gall stones had been performed previ- 
ously, so that in 17 of the 41 cases disease of the 
gall bladder had been present. This seems to 
soint to a definite association between gall blad- 
ler disease and cysts of the pancreas. In 38 of 
the 41 cases the operation was performed for the 
cysts and in 3 cases the cysts were discovered 
during an operation for some other condition. 
Drainage was performed in 31 cases, enucleation 
of the lining in 3 cases and removal of the entire 
cyst in 5 cases. No operation was done on the 
cyst in 2 cases. Those patients who had drain- 
age only, ultimately recovered completely, as well 
as those from whom the cyst had been removed. 
All symptoms abated and drainage apparently 
elected complete cure. Drainage was usually 
prolonged and excessive, lasting for weeks and 
months but eventually it stopped. The results 
Were very gratifying. There were no operative 
deaths; two patients who had carcinoma died 
shortly after and another died in four weeks from 
acute nephritis. 

Sir Berkly Moynihan" suggested the following 
classification of cysts of the pancreas: 

l, Retention cysts; 


2. Proliferation cysts; j Cystic adenoma; 


U Cystic epithelioma; 


3. Hydatid cysts; 
4. Congenital cystic disease; 
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5. Hemorrhagic cysts; 

6. Pseudocysts. 

The last form is included because a clinical dis- 
tinction between them and true cysts is often im- 
possible and may be difficult even at the opera- 
tion. It is believed by some observers that many 
cases of so-called pancreatic cysts, especially 
those of traumatic origin, are in reality peripan- 
creatic or pseudocystic effusions into the lesser 
cavity of the peritoneum. Most of them are fliud 
collections found in close proximity to the pan- 
creas and KGrte' was inclined to believe that 
pseudocysts result from perforation of inflamma- 
tory or traumatic exudates into the omental 
bursa, which produce a hematoma or hydrops. 
He claimed that pseudocysts have been found 
even after necrosis of the pancreas. Some in- 
vestigators reserve the term pseudocyst for those 
which result from traumatism. Others try to dis- 
tinguish them by the absence of an epithelial lin- 
ing. This, however, is not conclusive because 
even in true cysts the layer of cylindrical epithel- 
ium may have been destroyed by the pancreatic 
ferments. Nor does the absence of pancreatic 
ferments necessarily point to a pseudocyst, be- 
cause they may be absent even in true cysts. 
This, therefore, is of little value in differentiating 
between true and pseudocysts. Proliferation 
cysts are very much like ovarian cystadenomas 
and are caused by proliferation of the duct epi- 
thelium of the pancreas and accumulation of 
fluid. In proliferation cysts there are usually 
polypoid masses on the inner surface of the cyst 
wall. Simple retention cysts may or may not 
have an epithelial lining. Deaver* doubts wheth- 
er simple obstruction of the pancreatic duct or 
one of its branches leads to the formation of a 
cyst or cysts. He is of the opinion that acute 
hemorrhagic pancreatitis has frequently resulted 
in cyst formation. It seems to be the opinion of 
most observers that there is more or less chronic 
pancreatitis in all cases of cyst of the pancreas 
and some believe that it is the chronic pancreati- 
tis with its consequent connective tissue scars 
that produces an obstruction to the outflow of 
pancreatic secretion with subsequent retention of 
the fluid and dilatation of the ducts and acini. 

Traumatism may cause a pseudo—or a true 
cyst; if due to trauma the cyst may appear soon 
or late after the injury. Hemorrhagic cysts are 
usually of traumatic origin, but may also result 
from bleeding into the pancreas from acute or 
chronic pancreatitis. The presence of blood may, 
however, be due to bleeding into the cyst as a re- 
sult of erosion of a blood vessel. Retention 
cysts may contain mucoid, hemorrhagic or cal- 
careous material. The fluid may be thin and 
watery, but is usually viscid. The color varies 
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from a clear watery to a dark brown or red, de- 
pending on the amount of old or fresh blood in 
the cyst. It is usually light brown, as in the two 
cases here reported. It is alkaline in reaction, of 
low specific gravity and may contain epithelial 
cells, cholesterin crystals, fat globules, mucin, 
blood cells or necrotic tissue. One or more of 
the pancreatic enzymes may be present. If pres- 
ent, they are positive evidence of the cyst being 
of pancreatic origin, but the absence of ferments 
does not necessarily prove that the cyst is not of 
pancreatic origin, because ferments have been 
absent in many undoubted cases of true pan- 
creatic cysts. Their absence is believed to be due 
to the chronic pancreatitis which interferes with 
the function of the pancreas. 

Pancreatic cysts are usually single. As a rule 
they are monolocular, but they may be multilocu- 
lar. They vary greatly in size, and are most 
readily diagnosed when they are large. They 
may arise from any part of the pancreas. They 
usually have a smooth surface and are tense. 
Most of the cysts have thick walls composed of 
fibrous tissue and have large dilated vessels on 
the outer surface. They occur about as often in 
men as in women and usually between the ages 
of 20 and 40 years. 


The early symptoms are vague. There is usual- 
ly more or less pain. There may be only a sense 
of fullness or discomfort in the epigastric region. 
The pain is usually most severe in the upper 
part of the abdomen; but if the tumor is very 
large and extends into the lower abdomen, it 
may be most severe below the level of the um- 
bilicus. It may be constant or intermittent. 
There may be flatulence, vomiting, indigestion, 
or constipation. Jaundice may be present either 
from pressure exerted on the common duct or as 
a result of chronic -pancreatitis. Most of the 
symptoms are due to pressure of the cyst upon 
the diaphragm, stomach, colon, intestine and 
common duct. There is usually marked loss of 
weight and strength. This was very marked in 
Case 1. Glycosuria is not infrequent and is usual- 
ly secondary to the associated chronic pancreat- 
itis. 

The diagnosis is rarely made before the ap- 
pearance of the tumor and usually not until the 
cyst has attained considerable size. The tumor 
can usually be demonstrated as originating in 
the upper abdomen, most often in the midline, 
but occasionally on the left side especially if it is 
attached to the tail of the pancreas as in the sec- 
ond case here reported. If the cyst is very large 
it may extend into the pelvis and simulate an 
ovarian cyst. The tumor is usually fixed, as in 
my first case, but may be freely movable over a 
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wide area, as in my second case. If movable the 
tumor was usually found in the left hypochon- 
driac region, but it could readily be moved over 
to the right hypochondriac region and even down 
to the umbilical region. It could even be made 
to bulge in the left flank, simulating a renal tum- 
or. Pancreatic cysts usually form a round, 
smooth, tense or fluctuating tumor mass. At 
times the tumor may even be quite apparent on 
inspection of the abdomen, as was the case in 
both of my patients. 

In the beginning these tumors are always be- 
hind the stomach and the posterior layer of 
parietal peritoneum. As they increase in size 
they push the neighboring organs aside in differ- 
ent directions. Korte’ described three main posi- 
tions in which the tumors may appear. The most 
common position is the one in which the stomach 
is pushed upward and to the right and the trans- 
verse colon downward, the tumor appearing be- 
tween these two organs, that is below the greater 
curvature of the stomach and above the trans- 
verse colon. This was the position of the tumor 
in my two cases. At times the stomach is push- 
ed downward and the cyst appears between the 
lesser curvature of the stomach below and the 
liver above. When the tumor pushes its way be- 
tween the layers of the mesocolon, it may push 
the transverse colon directly forward, upward 
or downward towards the right side. When the 
cyst pushes the colon downward and _ towards 
the right side, it occupies the same position as a 
splenic tumor. 

According to Judd" the exact diagnosis of 
cysts of the pancreas is often doubtful and may 
have to be postponed until after an exploratory 
operation has been made. From what has been 
said thus far it is readily seen that pancreatic 
cysts have no pathognomonic symptoms or 
signs. The physical signs are those of an in- 
traabdominal tumor and they may simulate the 
physical signs of tumors of the liver, gall-blad- 
der, spleen, kidney, mesentery or ovary, accord- 
ing to the position which the pancreatic cyst may 
assume in the abdominal cavity. A history ot 
attacks of biliary colic, of cholelithiasis or acute 
pancreatitis will be very suggestive of pancrea- 
tic cyst. Such a history was responsible for 
making the correct diagnosis in my first case. 
A history of severe traumatism of the upper ab- 
domen which is subsequently followed by the 
appearance of a tumor mass in that segion should 
be very suggestive of a pancreatic pseudocyst. 
The presence of glycosuria resulting from dis- 
turbed pancreatic function, associated with a 
tumor in the upper abdomen may be considered 
in favor of a diagnosis of pancreatic cyst. Inflation 
of the colon may aid in determining the relation 
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between the colon and the tumor. Catheteri- 
zation of the ureters with roentgen ray examina- 
tion, and urinary findings are helpful in differen- 
tiating cysts of the pancreas from tumors of renal 
origin. In ovarian tumors it may be possible to 
demonstrate attachment to the pelvic organs. 
Tumors of the gall-bladder rarely attain the size 
of pancreatic cysts, furthermore they are most 
prominent on the right side and grow down- 
ward and move with respiration if not adher- 
ent. Tumors of the spleen usually present some 
of the anatomical characteristics of the spleen. 
Roentgen ray examination with the aid of pneu- 
moperitoneum may also be helpful in differen- 
tiating cysts of the pancreas from tumors of 
the kidney, liver, spleen or mesentery. 

A cyst of the pancreas may be present for 
years without causing much discomfort except 
enlargement of the abdomen. My second patient 
had a tumor for several years before she came 
under my care. With increase in size the symp- 
toms become aggravated. Judging from the re- 
sults reported the prognosis after operation must 
be good. The results in the cases at the Mayo 
Clinic have been cited above and, according to 
Deaver*, “of 160 operations for pancreatic cyst 
mentioned by Robson and Cammidge, recovery 
resulted in 140 cases; of 13 patients under their 
own care 11 recovered after operation.” Among 
ll operations for pancreatic cyst by Deaver, 
there was one death. 

Cysts of the pancreas require surgical treat- 
ment. Treatment by aspiration should no longer 
be practiced, nor is it necessary to do a two-stage 
operation. Drainage through the loin may occa- 
sionally be indicated. If the cyst has a small 
pedicle it may be completely removed without 
much danger, but as a rule partial or complete 
excision of the cyst is rarely practicable or safe 
owing to the danger of hemorrhage from sepa- 
tating dense adhesions and the danger of injur- 
ing the pancreas. The saiest operation and the 
one most suitable in the majority of cases is evac- 
uation of the fluid and drainage through a laparo- 
tomy incision, after isolating the cyst from the 
iree peritoneal cavity. This is the operation 
which has been done most often and which was 
done in the two cases reported above. The oper- 
ation is done by exposing the bulging tumor 
through a median or lateral laparotomy. The 
cyst is exposed by dividing the various layers of 
peritoneum which lie in front of it. 

These will vary according to which one of the 
three positions the cyst may occupy. If the cyst 
lies below the greater curvature of the stomach, 
the two layers forming the gastro-colic omentum 
and the posterior parietal peritoneum have to be 
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divided to reach the cyst wall. If the cyst lies 
below the liver and above the lesser curvature 
of the stomach, the two layers of peritoneum 
forming the gastro-hepatic omentum and the 
posterior layer of the parietal peritoneum have 
to be divided. After the cyst wall is reached and 
the general peritoneum has been protected by flat 
laparotomy pads, the cyst is punctured, and the 
fluid is evacuated by suction. The puncture is 
enlarged sufficiently to permit complete empty- 
ing and inspection of the cavity. As much of 
the cyst wall as can be without danger should 
be excised, as was done in Case 2. The edges of 
the opening in the cyst wall are then sutured to 
the anterior parietal peritoneum, thus marsupial- 
izing the cyst. A large drainage tube is intro- 
duced into the remaining cavity and the rest of 
the abdominal incision is closed in layers. If 
possible the drainage tube is connectéd with a 
bottle to protect the skin from irritation from 
the discharging fluid. 

Frequent changes of dressing are necessary 
and the skin must be protected against irritation. 
The cavity is obliterated by filling up with gran- 
ulations. Occasionally a fistula may persist for 
a long time, or after it is closed the cyst may 
reform. Roentgen ray treatment and an antidia- 
betic diet have been recommended to hasten clos- 
ure of the fistula. 

In conclusion, it can be safely stated that 
while the diagnosis of cysts of the pancreas is 
often difficult, after it is established and proper 
surgical treatment is instituted, the results are 
very satisfactory. 
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The indiscriminate giving of cathartics to children 
with abdominal symptoms is an unwarranted and 
often dangerous procedure. Physicians should in- 
struct parents as to this danger.—Henry F. Hetm- 
HOLz in Minnesota Medicine. 
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The problem of gastric and duodenal ulcers is 
in the foreground of discussion in the surgical 
clinics of the world. The question of the patho- 
genesis of ulcer assumes as a corollary that of 
gastric physiology, and, accordingly, the problem 
of the most adequate treatment. We do not in- 
tend to enter the lists with this contribution. It 
is our purpose merely to present, by means of 
cases selected from those operated on in our 
service atthe Broad Street Hospital during the 
past three years, such as illustrate some diagnos- 
tic aspects and various surgical methods of treat- 
ment of this, one of the most interesting and per- 
plexing of the diseases that both physicians and 
surgeons are called upon to handle. 

1. Bleeding Ulcer of the Duodenum not Demonstrable 
at Operation. 


With a diagnosis of chronic appendicitis, Florence N., 
31 years old, entered our service on July 28, 1925. For a 
year she had compiained of pain in the right lower abdo- 
minal quadrant, a feeling of distention in the epigastrium, 
nausea and sporadic attacks of vomiting. Two weeks be- 
fore admission, she had a recurrence of the tarry stools 
which she had observed on several other occasions. She 
had had belching and postprandial epigastric discomiort. She 
about five years. There was definite tenderness in Mc- 
Burney’s area and in the epigastrium. The gasirointestinal 
x-ray study was negative. Nevertheless, so characteristic 
was the history that we believed the case to be one 
of duodenal ulcer. At operation nothing pathological was 
found beyond a slight congestion of the appendix. This 
was removed and the abdomen was closed in layers. Al- 
though operative recovery was normal the patient was kept 
in the hospital for about four weeks on a very restricted 
diet—at first of milk only, later of milk, cereals and 
custards. This was done chiefly for the treatment of the 
clinically diagnosed duodenal ulcer but partly also to re- 
duce the patient’s excessive weight (209 pounds). She 
has continued on a gradually eniarged “ulcer diet” and 
at her last report, October 8, 1925, had remained free from 
pain, vomiting, melena and other evidences of gastric or 
iniestinal disturbance. 

Although no ulcer was seen or felt at opera- 


tion, we still feel that this case belongs in the 
ulcer category. Presumably the ulcerative pro- 
cess was without infiltration and had not reach- 
ed the peritoneal surface where it could be rec- 
ognized grossly. Probably, therefore, it should 
be grouped under the class of “erosions” rather 
than that of true chronic ulcer. Erosions of the 
stomach are of two varieties. There is, first, the 


erosion found in the fundus of the stomach in 
asphyxia, after acute gastritis of poisoning, after 
severe vomiting, etc. These fundus erosions are 
multiple, occur in all age periods and are char- 
acterized by the fact that they are blood-tinged, 
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show a central loss of substance and usually hea’ 
very easily. They are the so-called hemorrhagic 
erosions. Quite different is the second type of 
erosions, which are characterized by their larger 
size, their smaller number, their location along 
the lesser curvature between the infundibulum of 
the stomach and the first portion of the duo- 
denum, and their lesser tendency toward healing, 
These are the erosions from which the chronic 
ulcer develops. As Aschoff has shown, neither 
of these two types of ulcer is due to anything but 
a mechano-circulatory disturbance. The fundus 
erosions are produced by a venous stasis with a 
rupture of the small venules consequent on the 
violent motions of vomiting; while the second 
type arises from an arterial interference. This 
arterial blocking may be called forth by an arter- 
iosclerotic, an embolic or a spastic process in the 
arterioles of the stomach. ‘That these latter do 
not heal as readily as the fundal erosions is prob- 
ably due to the peculiar anatomical arrangement 
of the pyloric canal and the infundibular part of 
the stomach. The mucosa appears to be much 
more firmly attached to the submucosa in this 
portion of the stomach than in the fundus. In 
the pyloric part of the gastroduodenal canal the 
mucous membrane folds are arranged longitudi- 
nally as if to act as a conduit for the gastric con- 
tents. In the fundal portion the folds are ar- 
ranged without any apparent plan. In the former 
region, the gastric juices are conveyed to the 
duodenum, that is accumulate in large amounts, 
in the latter they are, secreted in small amounts. 
It is these mechanical peculiarities which, acting 
on a basis of an impaired circulation, appear to 
bring about the formation of the commonly rec- 
ognized chronic ulcer of the stomach or duo- 
denum. 

Such erosions involve only the mucosa and 
rarely the upper layers of the muscularis. In 
the course of their progress they may involve a 
vessel and cause bleeding but they are seldom 
large enough to be palpated through the unopen- 
ed stomach. Though they are difficult to heal, 
healing does occur, as is demonstrated by the 
accidental postmortem finding of scars in the 
stomach. They must be treated by careful regu- 
lation of diet. The so-called “protection” diet, 
consisting mainly of milk, is ideally suited to this 
purpose in that it does not mechanically irritate 
the ulcer and it leaves no gross particles of food 
to collect in the niches of the erosion. 

2. Duodenal Ulcer. Infolding and Gastrojejunostom). 


Joseph C., aged 42, was sent to the hospital February 5 
1925, with epigastric pain of several hours duration He 
related that for nine years he had suffered many similat 
attacks. The pain usually began in the epigastrium, radiated 
to the right hypochondrium and the back, and was oi @ 
severe stabbing character. It was aggravated by cating 
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and relieved by the taking of bicarbonate of soda and by 
‘yomiting. There was no history of melena or hematemesis. 
JPhysical examination was completely negative, not even 
tenderness being elicited over the ulcer. The x-ray de- 
partment (Dr. Wm. Dieffenbach, director) reported “a 
fish-hook type of stomach with slight ptosis and a vivid 
peristaisis especially in the prepyloric region (stenosis 
peristalsis). After long effleurage the duodenal cap could 
not be visualized. There was a marked 3-hour gastric 
residue. Diagnosis—pyloric stenosis due to a chronic ulcer.” 
This confirmed our clinical diagnosis. At operation, Feb- 
ruary gth, there was found a large dense ulcer on the 
anterior wall of the duodenim close to the pylorus and 
adherent to the gallbladder. The appendix was long and 
clubbed at its extremity. The duodenum, dissected from 
the gallbladder, was found to be much cicatrized. No at- 
tempt was made to excise or cauterize the ulcer and it was 
simply buried by infolding with several layers of chrom- 
icized catgut suture,* much narrowing, if not occluding, the 
pylorus. A posterior gastrojeyunosiomy was pertormed, 
and the appendix was removed. The patient made an un- 
eventful recovery and was discharged, well, on March 7ih. 
When last seen, in October, he appeared in robust health 
and was free from symptoms. 


In this age of refinement in diagnosis by com- 
plicated and exact instrumental and other meth- 
ods, it is easy to overlook the value of accurate 
clinical observation and careful anamnesis, mat- 
ters in which our predecessors were much more 
insistent and observant. In the diagnosis of ul- 
cer these considerations are of prime importance. 
Indeed, it is often quite possible to make a diag- 
nosis correctly without any laboratory aid. While 
x-ray examination, competently interpreted, gives 
typical and dependable evidence of the existence 
of an ulcer, it is often of only confirmatory value 
to the surgeon. As for the use of test-meals 
and gastric extraction, they are no doubt inter- 
esting and may even be of some diagnostic ser- 
vice, but they are usually of little value by 
themselves and afford no indication for operation 
in the absence of a sufficiently suggestive history 
or confirmatory roentgen-ray findings. It 1s, 
then, primarily upon the history that the clinic- 
ian must depend in the diagnosis of ulcer, either 
gastric or duodenal, and the history, fortunately, 
is often so characteristic as to permit of easy 
interpretation. 

The first important element in the history is 
its long duration, evidence of a chronic disease of 
the involved organ. The patient will state that 
he has observed a feeling of epigastric distress, 
of belching, (a common symptom in gallstones 
also), of sour eructations, of pain coming on in 
“attacks” over a long period of years with inter- 
vals of almost or quite complete freedom from 
symptoms. This constitutes the second impor- 
tant characteristic of ulcer symptomatology— 
Periodicity. The character of the pain and its 
relation to eating are of great morhent. In gas- 
tric ulcer the pain comes on within an hour after 
i in the epetetions pee no 


yeason to regret placing reliance upon chromicized catgut for all 
yers in resections and anastomoses. 
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the ingestion of food and appears to last until the 
stomach is empty and the acidity of its contents 
is reduced. In duodenal ulcer the pain does not 
develop until at least two hours after the taking 
of food and seems to be so much ameliorated by 
more food that patients soon learn to eat fre- 
quently in small amounts. The pain begins in 
the epigastrium, is stabbing or dull in character, 
and may radiate to any part of the abdomen, to 
the arm or up beneath the sternum. It is usually 
relieved by alkalies, by vomiting, or by firm 
pressure. 

Hemorrhage may or may not occur, depending 
upon the depth of the ulcerative process and 
whether or not a vessel is eroded. There is 
bleeding in about 37% of all ulcer cases. Usual- 
ly it is a late symptom, but it may occur early in 
the disease. When it does take place it may be a 
massive hematemesis, as in the case of gastric 
ulcer, or an intestinal hemorrhage, as is most 
frequently the case in duodenal ulcer. The ob- 
servation of bloody or “coffee ground” vomitus 
or “tarry” stools is proof positive of an uicera- 
tive process in the digestive tract. In gastric ul- 
cer, the hemorrhage, even if of large amount, is 
rarely fatal, while in duodenal ulcer it may be. 

Associated with the above symptoms there is 
usually obtained a history of “acid stomach”, a 
feeling of epigastric distress after eating and re- 
peated eructations of a sour gas. Vomiting oc- 
curs only if there is obstruction to the egress of 
the gastric contents. 

3. Duodenal Ulcer with Intestinal Hemorrhage. Balfour 
Operation. 


John C, aged 34, was referred to the hospital November 
24, 1924 by Dr. Lionel Rosenberg, attending physician. He 
was in a very weak and anemic condition. He had had 
tarry stools and epigastric distress after meals for only 
about one month. Before that time he had observed no 
symptoms although x-ray examination on October 26, 1924, 
showed hypertonicity and increased peristalsis of the 
stomach, a marked filling defect in, and tenderness on pres- 
sure over, the bulbus duodeni. Because of his anemia 
(hemoglobin 33%) a transfusion of 400 cc. of blood by the 
citrate method was administered on November 29, 1924. 
On December Ist operation was performed under gas-oxygen 
and ether anesthesia. A white scar on the anterior sur- 
face of the first portion of the duodenum was found. The 
ulcer was burned out with actual cautery, after the manner 
described by Balfour, and infolded with several layers of 
suiure, and a gastrojejunostomy was made. ‘Lhe patient 
was discharged trom the hospital December 29, 1924, free 
from digestive tract symptoms, though he still showed the 
evidences of his secondary anemia (hemoglobin 38%). He 
has recently reported in good health. 


This case illustrates very well the onset of ul- 
cer symptoms with hemorrhage. This does not 
at all mean that the process began at the time of 
the appearance of the hemorrhage because the 
roentgenograms showing the evidence of a mark- 
ed filling defect, the scar found at operation, and 
the presence of a severe grade of anemia, indi- 
cate that the disease had existed for some time 
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previously. In a case of this sort, where the his- 
tory, while very suggestive of ulcer, is not con- 
clusive, the x-ray examination becomes of vital 
importance. The findings here were characteris- 
tic and pathognomonic and were quite sufficient 
to warrant operative interference; without sub- 
jecting the patient to the discomfort and doubtful 
assistance of test-meal examinations and to the 
additional danger of starting more severe hemor- 
rhage with a stomach tube. 

Because of the fact that it was to be presumed 
that active bleeding was taking place from the 
base of the ulcer, simple infolding was not con- 
sidered sufficient and the Balfour operation was 
done. Upon the observation that “a perforated 
ulcer is a healed ulcer,” Balfour proposed arti- 
ficially perforating the ulcer base with the hope 
of terminating the ulcerative process. In this 
case, the procedure was looked upon with special 
favor since it was hoped at the same time to cau- 
terize the bleeding vessels. The gastroenteros- 
tomy is added, as in the previously described 
case, with the purpose of sidetracking the food 
and of securing proper evacuation of the stomach. 

The question may arise as to the advisability 
of operating on this patient during what, accord- 
ing to the history, was his first attack. In gener- 
al, it may be agreed that ulcer either of the stom- 
ach or of the duodenum should be considered as a 
medical disease at the outset, and should be sub- 
mitted to a long course of dietetic treatment. It 
is only after the process has become chronic that 
surgery should be invoked. Doubtless a great 
many ulcers of the acute variety heal without 
anything further than medical treatment, as is 
proved by autopsy findings. But the very mark- 
ed filling defect seen in the roentgenogram of this 
patient’s duodenum must be taken to demons- 
trate that the pathological process had been pro- 
gressing for a long time and probably would not 
have yielded to dietetic treatment. In addition, 
the evidence of continued bleeding was in itself 
an indication for operative interference. 

The following was one of five consecutive cases 
of pelvic (and abdomino-pelvic) actinomycosis 
which one of us successfully treated by extensive 
operations and reported in detail in the “Com- 
memorative Number” of Annals of Surgery, Jan- 
uary, 1925. Although his subsequently develop- 
ing duodenal ulcer was treated in the same man- 
ner as was that of patient No. 3, we have selected 
his case for inclusion here because it presents an 
interesting suggestion concerning the etiology. 

4. Penetrating Duodenal Ulcer. Balfour Operation, 


James G. was a soldier, 22 years old, when, in 1918, he 
underwent his first, formidable, operation, in Base Hospital 
3, France, for an «ctinomycosis involving the iliac glands 
and groin, the thigh, lumbar region (skin) and iliac bone, 
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on the left side, and which had, in a few months, reduced 
him toa condition of extreme weakness and emaciation. 
After the operation iodine was freely and persistently used 
locally, and for two years large doses of potassiuin iodide 
were administered almost continuously. For several weeks 
after the first operation he took 700 grains every day! For 
short periods also copper sulphate was administered later on. 
Finally discharged from an army hospital in ihe United 
States he came again into the care of the reporter in the 
spring of 1920, in good general condition but with two 
persisting actinomycotic sinuses in the left groin, which led 
down within the pelvis to the obturator region. A second, 
almost equally formidable, operation was performed that 
summer in Mount Sinai Hospital, New York. In Decem- 
ber, 1920, he was finally and definitively healed, and there- 
after gained steadily in weight and strength without, to 
this date, any suggestion of a recurrence of the actinomy- 
cosis. 

During 1924 he had a few attacks of severe abdominal 
pain with vomiting, the pain persisting for several days 
with diminishing intensity. In January, 1925 an +-ray ecx- 
amination, made at the New York Post-Graduate Hospital 
for the U. S. Veterans Bureau, was reported as showing a 
persistent deformity of the duodenal cap and other signs 
of an ulcer. Accordingly, in February, he entered our 
service at the Broad Street Hospital for operation. This, 
on February 6, 1925, showed a penetrating ulcer on the 
upper border of the duodenum near the pylorus. It was 
burned out with actual cautery and infolded and gastro- 
jejunostomy was performed. An exploration of the abdo- 
men showed no adhesions or intestinal thickening even in 
the region of the sigmoid, which was probably the starting 
point of the actinomycosis; and the appendix, grossly quite 
normal, showed histologically only mild “chronic inflamma- 
tion”. He made a good recovery, and today, on a liberal 
and varied but selected diet, continues free of ulcer symp- 
toms. 


What, if any, rdle was played by the long, se- 
vere illness with actinomycosis and, especially, 
by the prolonged administration of huge amounts 
of potassium iodide, in the production of a duo- 
denal ulcer in this young man? 

One may elect to excise a duodenal ulcer, es- 
pecially a small one, with the knife, instead of 
burning through it. Both procedures remove it. 
We have not employed pyloroplasty (Finney, 
Horsley) because infolding, or cautery excision 
and infolding, with gastrojejunostomy, has given 
good results in our experience. However, in a 
case of ruptured duodenal ulcer operated upon by 
one of us, at another hospital, by suture of the 
hole and gastrojejunostomy, there was a recur- 
rence of gastric symptoms in a few months; and 
at a second operation, two years after the emer- 
gency, a perforated ulcer (adherent to the gall- 
bladder) was again found at about the same site, 
and the gastroenteric stoma was all but closed. 

Extensive stomach resection (partial and “sub- 
total” gastrectomy) is growing in favor, and 
some surgeons of large experience recommend it 
for duodenal as well as for gastric ulcers. At a 
recent meeting of the New York Surgical Society 
Lewisohn gave as a reason for the more radical 
operation that partial gastrectomy secures a per 
sisting protective anacidity which both gastroen- 
terostomy and pylorectomy fail to do. We have 
had excellent results with partial gastrectomy for 
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lesser curvature ulcers and shall here report 
some. We have not employed this operation, 
however, for juxtapyloric ulcers. In these cases 
our results thus far have led us to stand with 
the majority of surgeons who find the less for- 
midable operations satisfactory in most cases. 
To be sure, no matter how much the pylorus is 
occluded by the infolding sutures, and however 
free the gastroenteric opening may be made, the 
former tends to gradually reopen and the latter, 
pari passu, to close. Before this happens, how- 
ever, the food has been sidetracked sufficiently, 
and sufficiently long, in most cases, to allow heal- 
ing of the ulcer. 

In performing the gastroenterostomy we do not 
turn or twist the jejunum to secure “isoperistal- 
sis”. Tracing it from its emergence into the 
peritoneal cavity at the fossa of Treitz, we mere- 
ly bring the jejunum, without tension but also 
without a loop, directly over to the right for its 
attachment to a relatively non-vascular site on 
the posterior wall of the stomach, near the great- 
er curvature and about two and a half or three 
inches from the pylorus, which surface has been 
pushed through a tear made in the transverse 
mesocolon. We think it desirable to secure, by 
separate ligatures or by a wh‘p-stitch, cut vessels 
in both stomach and jejunum. The anastomosis 
is made with an inner Connell suture and an out- 
er Cushing suture of chromicized catgut. To 
date, none of the patients upon whom we have 
ever performed a gastroenteric anastomosis has 
developed a jejunal or gastrojejunal ulcer, so far 
as we know. 

After gastric operations most surgeons, per- 
haps, forbid all fluids by mouth for twenty four 
or forty eight hours. When one observes, how- 
ever, that the stomach often contains a consider- 
able quantity of gastric juice, blood, etc., immed- 
iately after operation it seems absurd—so far as 
the danger of leakage is concerned—to withhold 
small amounts of water, and unkind to thus tor- 
ture a patient whose thirst is unrelieved by proc- 
toclysis. Moynihan permits his patients to take 
fluids in moderation immediately upon their re- 
action from the anesthetic, and we often follow 
this practice. 

_ Gradually the amount of the fluids and food is 
creased and their character is varied, but one 
should bear in mind that the mere removal of 
one ulcer does not guarantee the patient’s con- 
tinued freedom from the formation of another. 
The ulcer should not be considered in the light 
of an unhealed injury but rather as the evidence 
of some dyscrasia which may manifest itself with 
anew ulcer. Moreover, merely infolding a jux- 
tapyloric ulcer does not remove it but simply is 
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part of the procedure undertaken to give ‘t an op- 
portunity to heal. Whether the diet selected be 
the Lenhartz, the Sippey or any one of the num- 
erous “protective” diets that have been devised, 
the ulcer patient is as needful of and as entitled 
to adequate dietary care after operation as before. 
Many of the patients seen in the follow-up clin- 
ics are suffering as much from the lack of proper- 
ly controlled fecding as from the effect of a type 
of operation badly chosen or improperly carried 
out. And herein may lie a great source of error 

in the evaluation of post-operative results. Such — 
important factors as diet and environment must 
not be left out of consideration while the attempt 
is made to estimate the success of an operative 
procedure. Little progress can be made in un- 
tangling the maze of conflicting reports until the 
patient is considered not as an operative manikin 
but as a dynamic functioning mechanism whose 
activity must be regulated before conclusions can 
be drawn. Be it frankly said, however, that even 
under optimum conditions there are failures after 
all types of operation for gastro-duodenal ulcers. 


5. Penetrating Ulcer of the Lesser Curvature. Partial 
Gastrectomy. 

Joseph T, aged 41, a fat Italian referred by Dr. L. 
Rosenberg, had had stomach trouble for three years. At 
the outset he had an attack of abdominal pain which lasted 
three weeks and was associated with vomiting of sour ma- 
terial. Thereafter for about a year he was quite free from 
any symptoms and again suffered a similar attack that 
lasted one month. Then he was well until the present at- 
tack, one year and a half later. He complained of severe 
pain in the stomach radiating to the back and coming on 
about two hours after meals. The pain was relieved by 
“powders” and by occasional vomiting. He belched a great 
deal and complained of tenderness on pressure over the 
epigastrium. A gastrointestinal roentgen ray series showed 
a persistent irregular niche on the lesser curvature of the 
stomach near the pylorus. 

Tincture of digitalis, 90 minims daily, was administered 
for two days prior to operation on October 16, 1924, which 
disclosed a round ulcer, one inch in diameter, penetrating 
into the lesser omentum and surrounded by a thick zone ot 
infiltrated scar tissue. There was no gross evidence of 
malignancy. A typical Billroth No. 2 partial gastrectomy 
was performed with a button anastomosis (gastrojejunos- 
tomy). The report on the tissue was “ulcer of the pyloric 
region; no evidence of malignancy.” (D-. M. J. tein, patho- 
logist). Postoperative recovery uneventful. The button 
was passed on October 29th, and on November 3, 1924 
the patient was discharged apparently well. He recently 
reported himself in good health and free from symptoms. 


This case presents the typical picture of a gas- 
tric ulcer, in both history and roentgen findings. 
The pain came on within two hours of the meal, 
was relieved by vomiting and the taking of alka- 
lies and was aggravated by food. The «-ray dis- 
closed a pouch formation on the lesser curvature, 
evidence of a process of perforation. 

The occurrence of symptoms in the nature of 
“attacks” is very striking in the natural history of 
all ulcers. This periodic recurrence of symptoms 
doubtless is to be interpreted as due to the vary- 
ing activity of the underlying pathologic pro- 
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cesses. Some have considered the pain as evi- 
dence of a spasm of the pyloric sphincter while 
others have explained it as due to a reactivation 
of the destructive process. The periods of rela- 
tive freedom from symptoms represent, presum- 
ably, the time of healing and scarring of the ul- 
cer. Then, after an indeterminate time, a break- 
ing down of the scar tissue occurs and there is a 
resumption of the symptoms—a fresh attack. The 
pyloric sphincter spasm contributes to the syn- 
drome insofar as it occasions the feeling of full- 
ness and epigastric distress. Doubtless the gas- 
tritis always found in ulcer stomachs contributes 
in some degree to the symptomatology. 

Gastric ulcers require more radical surgical 
measures than do duodenal—primarily in order 
to secure lasting relief, but also because of the 
greater danger of carcinoma. Some years ago 
the Mayo Clinic reported a series of gastric ul- 
cers in which it had been determined that about 
60% showed evidences of malignant change. 
While this figure is generally believed to be too 
high, it is certainly true that many presumed-to- 
be simple gastric ulcers do prove to be (or be- 
come?) carcinomatous. Competent observers, 
here and abroad, have agreed that this relation- 
ship obtains in gastric ulcer whereas it does so 
only very rarely in the biology of duodenal ulcer. 
“Sleeve resection” of the stomach (with gastro- 
gastrorrhaphy) has been condemned by Berg, of 
New York, especially, as vicious in its results, 
apparently because it interferes with the conduc- 
tion of motor impulses from the proximal to the 
distal segment of the viscus; and V-resection of 
the lesser curvature has been condemned for the 
same reason. 


About ten years ago, upon a woman of 61 referred by 
Dr. Ira Wile, one of us performed a V-resection for pene- 
trating ulcer of the lesser curvature and posterior wall of 
the stomach, about three inches from the pylorus and 
adherent to the pancreas. She did well for over three years. 
Then she developed increasing symptoms of pyloric obstruc- 
tion. This was verified by roentgenograms which also 
showed an enormous trap-like pouching of the greater 
curvature at the antrum pylori. At second operation there 
was found a prepyloric tumor (grossly carcinomatous) 
which, on the lesser curvature, approached but did not 
invade the scar of the first operation. The patient’s 
wretched condition precluded more than a button gastro- 
jejunostomy, which she did not long survive. No autopsy. 


The Billroth types of resection appear to give 
better results, perhaps both because the mechani- 
cal physiology of the stomach is less interfered 
with, on the one hand, and because, on the other 
hand, its chemical physiology is more altered, 
since a large part of the acid-bearing portion of 
the viscus is removed. Of the two types of Bill- 
roth partial gastrectomy the No. 1 (with gastro- 
duodenostomy) more rearly restores the parts an- 
atomically and, probably, physiologically. The 
No. 2 (with gastrojejunostomy) delivers the gas- 
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tric contents directly into the jejunum, where an 
ulcer may form and where, rather than in the 
duodenum itself, they must find their admixture 
with the bile and pancreatic secretions. In these 
respects, however, the mechanism is the same as 
in gastrojejunostomy for duodenal ulcer in 
which, as we have seen, it usually works well. 
Moreover the No. 2 Billroth operation is techni- 
cally easier than the No. 1 and it leaves no “fatal 
suture angle” for possible leakage. 


Gastroenterostomy can be performed expediti- 
ously by the suture method but it consumes a 
certain amount of time even with the most dex- 
terous operators. If, during an extensive resec- 
tion, especially a resection for carcinoma, or, in- 
deed, in any case in which the patient’s condition 
suggests that moments are precious, we like, as 
does Berg, to use a button for the anastomosis. 
In gastric resections, the male segment, thrown 
into the stomach just before closing its open end, 
is later pushed against the selected spot in the 
gastric wall and thrust through a small cut made 
upon it. It is important, however, to use only 
the Weir modification of the Murphy button, de- 
vised for this purpose, the female member of 
which, in the jejunum, is flanged to prevent the 
device from falling into the stomach instead of 
into the bowel. 


Whether, indeed, extensive stomach resection 
gives a better outlook for definitive cure of gas- 
tric ulcer than more conservative procedures can 
be determined only by the observation of control 
series of cases over long periods of time. We 
are at present in a period of feverish activity in 
the solution of this problem. The reasons for the 
procedure have been given. We must await the 
final decisions from the “follow-up clinics” of the 
world. 


6. Recurrent Perforating Ulcer of the Lesser Curvature 
with Hour-Glass Contracture. Partial Gastrectomy. Polya 
Gastrojejunostomy. 

Mrs. Agnes McC., aged 32, small, weak and emaciated, 
was referred to the service by Dr. Charles M. Levin. She 
gave a history dating back eleven years. At that time she 
began to have attacks of “indigestion,” especially after 
eating salty foods. In 1914 at the New York Post-Graduate 
Hospital, a lesser curvature gastric ulcer was simply ex- 
cised. That this type of operation was inadequate is in- 
dicated by the subsequent course of events. She soon again 
complained of “heartburn” at irregular intervals until 
October, 1921 when, after eating, she had an attack of 
pain which began in the epigastrium as dull and gnawing 
but increased in severity and radiated to the right lumbar 
region and the right lower quadrant. It was relieved by 
pressure and by vomiting. In the four and a half months 
between that time and her admission to the hospital, on 
March 25, 1922, she had vomited often, had eaten little and 
had lost steadily in weight. 

There was marked tenderness in the region of the um- 
bilicus. Roentgenograms showed a typical persistent hour- 
glass deformity of the stomach. The patient was in very 
poor general condition, with weak heart sounds; and it was 
decided, therefore, to digitalize her in preparation for opera- 
tion. When this was performed there was found, at the 
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junction of the upper and middle thirds of tne stomach, 
a pronounced, persistent hour-glass contracture just prox- 
imal to an ulcer which had perforated but had been protected 
by adhesion to the under surface of the liver. The stomach 
was resected by division at the pylorus and through the 
site of the contracture. The gastric opening at that site 
was of just a convenient size for anastomosis and, accord- 
ingly, it was simply, and quite easily sutured into an open- 
ing in the jejunum (Polya type of gastrojejunostomy). The 
patient made an excellent operative and symptomatic re- 
covery but her hospitalization was protracted several weeks 
ty an unfortunate hot-water-bag burn. When last heard 
from, three years later, she had been free of all symptoms, 
ont in weight and was about to give birth to a 
child. 

This case illustrates very nicely the sequence 
of events in the life history of an ulcer. As a re- 
sult of some series of disturbances there develop- 
ed a loss of substance that is called an ulcer. 
Pain and the other symptoms cited were the man- 
ifestations of this pathological process. Then 
wecurred a period of healing; the symptoms sub- 
iided and the wound was repaired by scar tissue. 
[his happened several times and as a result the 
car tissue extended further into the submucous 
and muscular layers of the stomach. As this 
connective tissue contracted, the part opposite 
the lesser curvature, i. e., the greater curvature, 
was drawn up. Along with the spasm which fre- 
quently is seen with these ulcers a deep incisura 
was formed which presents the entity known as 
hour-glass stomach because of its shape. While 
on the one hand the reparative processes were 
progressing, on the other the destructive pro- 
cesses made greater headway and as a result not 
only the scar tissue but some of the remaining 
gastric wall was being gradually etched away. 
Finally, the last barrier was broken and the ulcer 
perforated. But so slow was the process that the 
inflamed area had time to attach itself to the liver 
and thus prevent a flooding of the peritoneal cav- 
ity by the gastric contents. This type of perfora- 
tion, the so-called chronic perforation, does not 
give the signs of an overpowering disease as does 
the acute type. The pain continues but the stom- 
ach is continent. 

The symptoms in this case, therefore, were 
rather those of the ulcer and the associated hour- 
glass deformity than of a perforation. Hour- 
glass contracture occurs in about 5-6% of all 
tases of gastric ulcer. It usually presents the 
symptoms characteristic of a pyloric stenosis, It 
may occasionally be diagnosticated clinically by 
means of the stomach tube. Thus, if a measured 
amount of fluid is ingested, one may fail to re- 
‘over all of it on aspirating the stomach, which 
should be possible, normally. In additon, if a 
Stomach be washed clean and the return suddenly 
‘gain becomes cloudy and contains gastric con- 
tents, the presumption is that an hour-glass de- 
lormity exists. Roentgenography is, of course, a 
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ready means of establishing the diagnosis abso- 
lutely. 

In the matter of treatment of a fixed hour-glass 
contracture the obvious indication is to abolish 
the stenosis. This may be done either by per- 
forming a gastro-gastrostomy, of the type sug- 
gested by Finney for pyloroplasty, or by resect- 
ing the portion of the stomach distal to the 
stenosis and then reestablishing the gastrointes- 
tinal continuity by gastrojejunostomy. In such 
a case as this, with a recurring ulcer, resection is 
much the better procedure. 

This patient was “digitalized” before operation 
because of the myasthenia which was part of her 
generally asthenic condition. Digitalis is given 
in some clinics as a routine in pre-operative prep- 
aration. Many reports have been submitted that 
tend to show that the patient who has been thus 
digitalized has a smoother convalescence and is 
less subject to pulmonary complications than tiie 
non-digitalized patient. The effect of the medi- 
cation appears to be in the nature of a general 
increase of the heart tonicity. “rom the reports. 
the therapy seems to be of va‘ue clinically, des- 
pite the contentions of the pharmacologists that 
digitalis has little, if any, effect on the non-dilat- 
ed heart. We have not made “digitalization” 
part of our general routine, though the treatment 
can do no harm and in its conception seems to be 
rational, 

7. Perforated Gastric Ulcer. 
General Peritonitis. 

William H., aged 37, an American soldier in the World 
War, was admitted to the hospital on November 6, 1924, 
a few hours after the sudden onset of a tearing pain in the 
epigastrium radiating to the back and shoulders, without 
vomiting. He gave a history of having suffered for eighteen 
years from gastric trouble: belching, vomiting, pain coming 
on shortly after his meals and relieved by alkalies. During 
the two weeks before admission, he had vomited black ma- 
terial. Seven years Before he had a similar hematemesis. 
The patient was found doubled up in bed with excruciating 
pain in the epigastrium. The abdomen was board-lixe in 
rigidity and showed marked rebound tenderness everywhere 
especially about the umbilicus. There were shifting dull- 
ness in the flanks and a tympanitic note over the liver. 
The pulse was slow, the temperature subfebrile. The blood 
count showed 4,800 leucocytes with 54% polymorphonu- 
clears. He was operated upon nine hours after the perfora- 
tion. The abdomen was found filled with a thin straw- 
colored fluid. About two quarts were removed by suction. 
A small perforation was found on the anterior surface of 
the stomach in the pre-pyloric region. There was a band 
of adhesions from the duodenum to the liver. The ulcer 
was inverted with several rows of chromicized catgut sutures 
atid the omentum was stitched over it. A rubber dam 
drain was placed down to tiie site of the perforation. The 
following day the patient was much worse, and vomited 
a large amount of coffee-ground material. Two days 
later he died. Autopsy showed general peritonitis and con- 
siderable thick pus in the right colonic gutter and in the 
pelvis. The sutures were found intact and the omentum 
aherent to the site of the preforation. 


This case illustrates the acute perforation of 
a chronic ulcer. The bleeding of the two weeks 
preceding the fata! attack must be interpreted as 
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indicating a period of renewed activity of the ul- 
cerative process which culminated in perforation. 
The attitude of the patients in this emergency is 
almost diagnostic. They complain of excruciat- 
ing pain and are usually found doubled up to re- 
lieve by pressure the abdominal pain. Very often 
the pain, tenderness and rigidity are chiefly in 
the right hypochondrium, suggesting an attack of 
biliary colic or acute cholecystitis. Often, too, 
the pain and tenderness involve the appendix 
region. The suddenness of onset and the sever- 
ity of the pain are usually more pronounced in 
‘ulcer perforation than in gall-bladder disease or 
appendicitis, and the pulse rate and temperature, 
at the outset, are lower. In acute appendicitis, 
with or without perforation, vomiting is the rule; 
in ulcer perforation there is often no vomiting un- 
til peritonitis develops. The previous history is 
also often helpful in the differential diagnosis as 
is. too, and especially, the judgment that comes 
from clinical experience and is not reducible to 
rules. 

It will be recalled that in this case the blood 
count, made soon after admission to the hospital, 
was low; indeed, there was a leucopenia. A low 
white cell or polynuclear count is not at all un- 
usual in the first few hours—or longer—of an 
acute surgical abdominal affection. Indeed, in the 
so-called “acute abdomen” we pay little attention 
to the blood count on our service. In most cases 
the clinical signs and symptoms are sufficient to 
determine the surgical indication. Perhaps in 
the occasional doubtful case a leucocytosis may 
help one to decide, but more often the blood 
count is of little help and, indeed, is often decep- 
tive. In malarial attacks simulating appendicitis 
as described by Craig (The Malarial Fevers, 
1909) and by one of us (Archives of Diagnosis, 
April, 1913), there may be—as both authors point 
out—a leucocytosis (even 20,000) instead of the 
low count or leucopenia supposed to be the rule 
in malaria. A woman admitted to our service 
two years ago with severe abdominal pain, vomit- 
ing, moderate distention and fever (102°) had a 
white cell count of 21,000; yet thorough explora- 
tion of all the abdominal contents revealed no 
lesion whatever. Several months later she came 
to the hospital again with fever (103°), pain, 
vomiting, some distention, molerate generalized 
tenderness and the often unduly stressed “re- 
bound tenderness”, and her leucocyte count was 
25,000—yet she recovered promptly after the ad- 
ministration of an enema and a purge. Certainly 
in the face of the clinical signs of a so-called 
“acute abdomen” it is folly to be beguiled from 
prompt intervention by a low white cell count; 
and it seems to us wicked to sit idly by waiting 
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for the leucocyte count to rise—as it will when 
peritonitis develops! Per contra, as we have 
indicated, a leucocytosis is not sufficient indica- 
tion for operation without fairly conclusive signs 
and symptoms. 

It need hardly be added that roentgenographic 
examination should not be undertaken in acute 
abdominal attacks. 

At the outset, during the phase of perforation 
of an ulcer, the symptoms are those of shock. 
The pulse, however, remains slow and the tem- 
perature is little above normal. After a time, the 
signs of peritoneal irritation begin to develop. 
The abdomen gradually becomes more rigid and 
the pulse rate and temperature rise. It is during 
this period, the period of pain remission which 
manifests itself between the fifth and twelfth 
hour after perforation, that the danger to the 
patient lies. While the signs of his affection are 
developing to a greater and greater degree, the 
subjective symptoms appear to abate somewhat: 
the pain becomes less acute, the abdominal resist- 
ance diminishes slightly but becomes more ex- 
tensive, and the patient reports an apparent im- 
provement. Nevertheless, with the passage of 
hours, his condition becomes more desperate: 
the pulse becomes more rapid and compressible, 
the temperature increases, the abdominal wall 
grows more board-like and the facies takes on the 
characteristic Hippocratic appearance. 

If the abdomen be opened at this time, the in- 
testines are seen to be slightly injected and there 
is found a variable amount of fluid consisting of 
gastric content and peritonitic exudate. This, 
at first, is a clear, white, glairy fluid which is 
highly bactericidal in its properties. As the in- 
fection progresses, it becomes thicker, more pur- 
ulent and extremely toxic. 

The indications are all for prompt surgical in- 
tervention. Done within a few hours after the 
perforation the results are quite parallel with 
those achieved during the World War in gunshot 
wounds of abdomen, joint, brain and tissues gen- 
erally by operations performed before “contami- 
nation” became “infection”. If operated upon 
within ten hours most cases of ruptured ulcer 
recover. 

Statistics vary concerning the mortality during 
the second, as compared with that of the first, five 
hours. The prognosis at the time probably de- 
pends upon the amount and the bacterial flora of 
the gastric contents spilled into the peritoneal 
cavity. For operations at eleven hours after 
operation the death rate is about 50% ; and there- 
after it rises steadily. Even as late as forty-eight 
hours after rupture cases have been saved (about 
20% according to some reports. Probably these 


there 
some 
Th 
are: 
er Ca 
ing 
ble), 
teros! 
ecton 
by su 
ation 
whet! 
associ 
Son 
shoul 
ly ear 
a prir 
conclu 
Tule, 
there 
and t 
jejunc 
creasi: 
circun 
geon 1 
When 


VoL 
we 
ton 
“ac 
(su 
day 

Inst 
iwitl 

I 
per 
time 
hav 
ery. 
bly 
sucl 
to | 
thro 
beer 
inefi 
safet 

W 
tion 
This 
ecto] 
any 
to b 
ougl 
Ken 
pock 
oper 
self. 


e of 
rate: 
sible, 
wall 
n the 


e in- 
there 
ig of 
This, 
ch is 
e in- 
pur- 


al in- 
r the 
with 
nshot 
gen- 
tami- 
upon 
ulcer 


uring 


Vor. XXXIX, No. 11 


were instances of localized, not diffuse, peri- 
tonitis). We shall report next the case of an 
“acute perforation” with localized peritonitis 
(subhepatic abscess) operated upon after several 
days, with death from a pulmonary complication. 


‘Instances of recovery from “acute perforation”, 


without operation, must be exceedingly rare. 

In the case under discussion, operation was 
performed nine hours after the onset, that is, ata 
time when the patient might be presumed to 
have had at least a fifty per cent. chance of recov- 
ery. There were, however, two quarts of proba- 
bly very toxic fluid in the belly. In a case of 
such extensive contamination we probably ought 
to have placed a tube drain into the pelvis 
through a suprapubic opening. It might have 
been helpful; at any rate, the epigastric drain was 
ineffectual—although it was inserted chiefly as a 
safety-valve in case of leakage. 

We call attention to the employment of a suc- 
tion apparatus to remove the fluid at operation. 
This is our routine practice in cases of pertonitis, 
ectopic pregnancy or other condition in which 
any considerable amount of pus, blood or fluid is 
to be dealt with. The procedure is more thor- 
ough and less traumatising than sponging. The 
Kenyon-Pool suction tip is inserted into one 
pocket after another, by the assistant, while the 
operator is engaged in dealing with the lesion it- 
self. Suction evacuation is thus time-saving and 
therefore, in these oiten desperate cases, it is 
sometimes life-saving. 

The operations proposed for perforated ulcer 
are: Simple suture, excision and suture (in eith- 
er case reinforcing the line of closure by attach- 
ing omentum—especially if the tissues are fria- 
ble), suture or excision-and-suture and gastroen- 
terostomy, and primary resection (usually pylor- 
ectomy). Closure of the opening and infoiding 
by sutures is the most commonly performed oper- 
ation; and the point most under discussion is 
whether or not gastrojejunostomy should be 
associated with this routinely. 

Some surgeons urge that gastroenterostomy 
should be included in the operation; others equal- 
ly earnestly advise that it should not be done as 
a primary procedure. We do not think either 
conclusion should be accepted as‘a hard-and-fast 
tule. When the perioration is dealt with early, if 
there is little contamination of the peritoneum 
and the patient’s condition is good, a gastro- 
jejunostomy may be added without unduly in- 
creasing his hazard; and especially if, under these 
circumstances, the infolding appears to have 
greatly compromised the pyloric outlet the sur- 


geon may well elect to include the anastomosis. . 


When there is much soiling of the peritoneum 
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and, especially, when there is evidence of per- 
itonitis or/and when, as is so often the case, 
speed is an important consideration, gastrojejun- 
ostomy adds too much to the patient’s risk. The 
stenosis of the pylorus by suturing is seldom as 
great as it appears and, too, it soon yields; and if 
the need for gastroenterostomy becomes evident 
it can be done, more safely, later on, when the 
patient has recovered from his primary shock and 
the field is clean. 

It has been said that “a perforated ulcer is a 
healed ulcer.” This is not always true, as a case 
we have cited shows. It is true, however, that 
perforation often destroys an ulcer as such, and 
that, when the lesion is infolded, there is a more 
or less complete recovery from all ulcer symp- 
toms without a gastroenterostomy. Some of 
these patients continue to suffer, however, and 
require further intervention; but some of those 
who have been gastroenterostomized also come 
to second operations. It is quite difficult to de- 
termine, from published reports, whether, on the 
whole, patients with perforated ulcer do any bet- 
ter after primary gastroenterostomy than with- 
out it. 


8. Perforated Duodenal Ulcer. Subhepatic Abscess. Dif- 
fuse Bronchitis. Edema of the Lungs. 

John L, aged 41, a pelthoric, heavy-set and rather stout 
Italian, was brought to the emergency room of the hospital 
on August 15, 1925, several hours after the onset of a sud- 
den tearing pain in the epigastrium. He had eaten several 
sandwiches and t:ken a few drinks, to which he attributed 
his trouble. Because of this story the interne regarded 
the case as one of “gastritis” and washed out the stomach. 
The patient felt no relief and was admitted to the medical 
service of Dr. Rosenberg. It then developed that he had 
had “indigestion” and intermittent pain in the epigastrium 
for a year. There was slight tenderness in the left hypo- 
chondrium but the abdominal picture was overshadowed 
by the pulmonary signs of a severe acute bronchitis and the 
medical staff decided that the condition did not then war- 
rant or permit any surgical intervention. Mucous and 
subcrepitant rales were heard all over the chest, there 
was dulness at both bases, respiration was embarrassed, 
and there was considerable cough. There was no vomit- 
ing, but the epigastric pain, less severe than at the outset, 
persisted and gradually increased. The temperature, 101° 
on admission, rose the next day at 103°, then to 104°, 
On that day, the abdominal signs increasing, the patient 
was transferred to the surgical service, although the pul- 
monary symptoms had not abated. Indeed, he was then 
cyanotic. His pulse, however, was of good quality and 
not unduly rapid. The blood count, which showed 21,800 
leucocytes with 87% polynuclears on the third day, had 
dropped to: 16,450 leucocytes, 91% polynuclears. There 
was tenderness in the epigastrium and both hypochondriac 
regions, especially the right. The liver edge was felt a 
hand’s breath below the costal margin. There was no dis- 
tention, but the recti muscles were moderately rigid in the 
upper zone of the abdomen. Roentgenogram showed no 
consolidation in the lungs. Two of the surgical staff in- 
clined to the diagnosis of acute pancreatitis. Perforated 
ulcer seemed more likely, however, especially since there 
was a localized area of tympany over the liver. The ap- 
parent displacement downward of that organ suggested 
the possibility of a subphrenic abscess, but aspiration in 
three directions and at various depths was negative. 

Because of the pulmonary condition and the cyanosis 
operation appeared to be extremely hazardous and it was 
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decided to wait still another day in the hope that under 
active hypodermatic medication these would be better. The 
next day brought no improvement, however, and so, after 
weighing the risks of operation and of delay, laparotomy 
was undertaken under narcosis by nitrous oxid-oxygen 
with small amounts of ether from time to time. The 
omentum was found adherent to the edge of the much en- 
larged liver. When this was separated gas, and then thick 
pus, escaped from beneath that viscus, the pus being caught 
up with the suction tip. A small hole was then seen in the 
anterior wall of the duodenum. This was closed with 
sutures and the omentum was stitched over it. The sub- 
phrenic space and the foramen of Winslow were iree. 
After inserting a rubber dam drain, the abdominal wound 
was hastily closed. The patient’s bronchitis (bronchopneu- 
monia ?) and cyanosis continued and, in spite of phlebotomy 
and other measures, he died three days after operation, 
with edema of the lungs. 

The average layman thinks “gastritis” means 
gas in the stomach, and we may forgive him for 
the use of the term in his ignorance. In the dis- 
cussion of this case we cannot refrain, however, 
from commenting upon the careless diagnosis 
“gastritis”, by physicians, when confronted with 
acute abdominal symptoms, especially pain. It is 
of a piece with the fatal “acute indigestion” of 
which one reads so many accounts in the news- 
papers and which, as we know, are almost always 
instances of coronary artery disease or of per- 
forated ulcer or appendix. To suspect these con- 
ditions, rather than “gastritis”, is of importance 
not only in establishing a diagnosis but equally in 
instituting treatment. While lavage of the stom- 


ach is highly desirable in cases of acute gastric 
poisoning, in cases of coronary artery disease or 
perforated ulcer it may prove of serious, if not 


fatal, consequence. In this particular case, the 
administration of the lavage in the emergency 
room may be somewhat condoned, because the 
patient admitted having had several drinks of 
whiskey, and the interne probably supposed that 
the symptoms were due to alcohol. As it hap- 
pened, the stomach wash worked no injury, but 
in other cases it might very weil be the means of 
flooding the peritoneal cavity with gastric con- 
tents. 

The perforation in this patient was of the sub- 
acute variety, permitting a walling off of the 
fluid with the subsequent formation of a perigas- 
tric, subhepatic abscess. It was this very mild- 
ness which lead to the consideration of some oth- 
er diagnosis. The rigidity of the recti in the ab- 
sence of signs of a diffuse peritonitis had sug- 
gested, for example, the possibility of a pancrea- 
titis. And, too, for a time it seemed possible that 
the abdominal symptoms were due to the pul- 
monary disease, as happens sometimes in pneu- 
monia. The gradual rise in the temperature, 
however, and the developing abdominal signs 
made the diagnosis fairly definite and decision to 
operate imperative. The operation was carried 
out under narcosis by nitrous oxid with oxygen 
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and a little ether, because it did not seem likely 
that we could conduct it in this stout and restless 
man with local anesthesia. Some of the Euro- 
pean surgeons are using regional anesthesia for 


operations even as extensive as gastric resections, 


But even that would have offered no assurance 
that the fatal outcome could have been avoided, 
It is well known that even when local anesthesia 
has been employed, pulmonary complications 
arise, especially in operations in the upper abdo- 
men. Whether this is due to interference with 
the diaphragmatic movements, embolism or a 
massive collapse of the lungs can not be definite- 
ly stated. Naturally, the presence of a pulmon- 
ary or upper respiratory infection is a warning 
that, if possible, ether is to be avoided. However, 
in this case the patient did not appear to be any 
the worse for his narcosis; indeed, for two days 
after the operation his condition seemed some- 
what improved. 

In the prophylaxis of post-operative pulmonary 
disease generally digitalis has been advocated. 
Deep breathing exercises are no doubt of value 
in that they distend collapsed alveoli and_ bring 
about a better aeration and an increase in the cir- 
‘culation of the lung. Accordingly, we often have 
patients who are to undergo a gallbladder or 
stomach operation take such exercise at intervals 
and, especially, just before the administration of 
the anesthetic. 


ATYPICAL APPENDICITIS: WITH 
ESPECIAL REFERENCE TO 
DIAGNOSIS 
B. F. ZIMMERMAN, M.D., F.A.C.S., 
LouIsvILLe, Ky. 

In order to systematize the knowledge and facili- 
tate the study of disease, it is the custom of medical 
writers to describe a typical case and to then note 
the exceptions, in much the same way that one 
builds a certain kind of house and then adds the 
decorations which distinguish the particular struc- 
ture from other of the same type. It is perhaps the 
best method of presenting the subject, but one must 
not commit the error of trying to warp the symp 
toms of the particular case to make it conform to the 
type, or reject it if it does not so conform. Chang- 
ing the figure, the study of the type is a pleasant 
journey on the open road, whereas the exception 

often leads one into rough and diffcult byways. 

In acute appendicitis the type presents a clinical 
picture that the tyro can recognize at a glance, 
while the atypical may puzzle and even baffle the 
most astute diagnostician. The reason for this devia- 
tion from the type may be: (a) anatomical, (b) bio 
pathological, (c) the coexistence of other diseas¢s 
and appendicitis, or (d) the presence of some intra 
abdominal lesion whose symptoms may closely simt- 
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later those of appendicitis. 

Considering these in the order mentioned, it will 
be found that the anatomical location of the appendix 
is responsible for many mistakes in diagnosis. In 
young children the appendix quite commonly oc- 
cupies a position higher in the abdominal cavity than 
it does in adults. This is due to the fact that the 
cecum has not yet reached its destination in the 
right iliac fossa. Sometimes there is an arrested de- 
scent that persists to maturity and the appendix 
occupies a position approximating that of the gall- 
bladder. 

A white man, aged 35, was seized with severe epigas- 
tric pain followed by nausea, vomiting, constipation, 
fever, accelerated pulse and a Icucocyte count of 22,000, 
with 84% polymorphonuclears. Aiter twelve hours ten- 
derness became exquisite and rigidity marked in the 
right hypochondrium. Diagnosis, acute cholecystitis. At 
operation, twenty-four hours after the onset of symptoms, 
there was removed a gangrenous appendix, the tip 
of which was adherent to the gallbladder. ‘he pulse 
(110) and the high leucocyte count should have led us to 
suspect appendicitis rather than cholecystitis. 

The lateral cecal, retrocecal and retroperitoneal ap- 
pendix is frequently seen and is not always easy 
of diagnosis when acutely inflamed. In this type, 
especially the retroperitoneal, pain may be absent 
in the right side and tenderness and rigidity elicited 
only on deep pressure. Urinary symptoms may be 
pronounced on account of the proximity of the ap- 
pendix and right ureter. In this connection, it might 


be said that most of the pain and practically all the 


rigidity in acute appendicitis is due to irritation of 
the parietal peritoneum, and that the pain is usually 


referred to the epigastrium. In the retrocecal or 
retroperitoneal type there is but slight irritation of 
the parietal peritoneum, and hence less pain and but 
slight rigidity. This group must be differentiated 
from atiections of the upper urogenital tract. The 
following cases are illustrative: 

Miss M. L. W., white, aged 17. July 26, 1920, seized 
with severe pain in the back and side just above the 
crest of ilium; no nausea or vomiting; temperature 101° 
F.; leucocyte count 15,000, polymoiphonuclears 78%. 
Pollakiuria and slight vesical tenderness present. The 
urine was negative except for a few erythrocytes and a 
smail amount of pus. ‘Lhere was tenderness in nmght 
kidney region. No history of attacks of pyelitis. ‘Lhe 
right renal pelvis was catheterized July 28th, and clear 
urine, with an occasional erythrocyte but no pus, was 
obtained; appearance of vesical interior normal. Diag- 
nosis: retrocecal or retroperitoneal appendicitis with 
secondary right ureteritis. Operation August 28th. Ce- 
cum not mobile and appendix not visible. Parietal per- 
itoncum at outer cecal border incised and cecum rotat- 
ed inward. Appendix, acutely inflamed, was removed. 

ecovery. 

_W. H., male, white, aged 58, admitted to the Louis- 
ville Public Hospital July 3, 1925. Epigastric pain, nau- 
Sea and vomiting began on July 2nd. On admission his 
temperature was normal, pulse 76. He then complained 
of no pain, but showed slight tenderness and rigidity 
just above anterior superior spine of the ilium. Pros- 
tate enlarged and some urinary retention. The urine dis- 
closed numerous erythrocytes and some pus. Diagnosis: 
appendicitis, lateral or retrocecal. Operation refused. 
The patient did well for a week, the temperature at 
times slightly above normal, but no pain and very slight 
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tenderness, practically no rigidity. July 11th, one week 
after admission, he complained of severe abdominal pain; 
abdomen rapidly distended, tenderness and rigidity 
marked. Death occurred July 12th. Autopsy disciosed 
ruptured appendix and general peritonitis. 


The following case presented difficulties, not only 
because of the position of the appendix, but also 
because of full term pregnancy: 


Mrs. M. L., white, aged 24, mother of one child. Dur- 
ing pregnancy she had marked vesical symptoms piob- 
ably due to pressure. June 23, 1925, began having 
cramp-like abdominal pains which were suppused to in- 
dicate the beginning of labor. There was no fever, 
nausea or vomiting. On June 25th she gave birth to a 
girl baby, and a tew hours afterward had a chill and 
fever of 102° F. For several days thereafter her tem- 
perature ranged from 99° to 100.5°. 

This patient was first scen by me July 1, 1925. I 
could feel a mass extending from anterior superior spine 
of the ilium to the costal margin on the right side and 
continuous posteriorly with the kidney. Tenderness in 
back was marked, but there was very little tenderness 
and practically no rigidity anteriorly. Temperature 102° 
F., pulse 110; leucocyte count 25,000, polymorphon- 
uclears 82%. Right ureter catheterized and normal 
urine obtained. Operation showed a large retroperiton- 
eal abscess extending from cecum to kidney. When the 
descending colon was dissected loose the hand could be 
passed behind it to the spinal column. The appendix 
had sloughed off and was floating free in the abscess 
fluid. Drainage. Recovery. 


There are often confusing symptoms when ap- 
pendicitis is associated with right-sided pelvic lesions. 
The appendix is frequently involved by continuity 
from disease of the tubes. This is not true appendi- 
citis. Occasionally, however, the appendix, dipping 


. well into the right side of the pelvis, may become 


acutely inflamed when there is a normal oviduct. 
In such cases the diagnosis may be in doubt, but the 
sudden onset, high leucocyte count, nausea, vomit- 
ing and epigastric pain, with negative history of 
peivic disease, will establish it. 

When the appendix is so situated that its tip ex- 
tends beyond the median line, tenderness and rigidity 
may be confined almost entirely to the leit side. 
Here, also, the history of the onset of the attack, 
and the progression of the symptoms (which are 
identical with those of a normally placed appendix 
except left-sided tenderness and rigidity), enable ~ 
us to arrive at the diagnosis. 

The biopathological severity of the attack will 
often depend upon the virulence of the infecting 
organisms. ‘There is no specific germ of appendi- 
citis; the staphylococcus, streptococcus and various 
anaérobes are tound. The integrity of the append- 
diceal wall also influences the clinical course of the 
disease. If the wall has been crippled by previous 
inflammation, the attack is much more likely to be 
fulminating and proceed to rupture of the appendix 
in a comparatively short time. The presence of a 
fecalith adds to the gravity by obstructing the ap- 
pendiceal lumen and preventing drainage. Previous 
inflammatory processes will also cause narrowing of 
the canal and interfere with drainage. 
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Leucocytosis may be an important symptom. When 
the leucocyte count is high, with increase of poly- 
morphonuclear cells, it is a very valuable sign. It 
must not be forgotten, however, that in some of 
the severest cases there may be a low leucocyte 
count without marked increase in polymorphonuclear 
cells. Leucocytosis involves a great many physical, 
chemical and biological processes with quite a com- 
piicated mechanism, and for that reason it is a 
valuable sign only when present. Its absence may 
be misleading in severe cases. 

Pain and rigidity are supposed to be due to irrita- 
tion of the parietal peritoneum. In many cases pain 
is severe and rigidity is pronounced. In others, 
especially the retrocecal and retroperitoneal types, 
pain may not be severe and rigidity may be very 
slight. Early thrombosis of the appendiceal vessels 
and gangrene of the appendix may occur with very 
slight rigidity. 

Fever of greater or lesser degree is usually present 
in every case of appendicitis, but it occurs in many 
other abdomino-pelvic lesions and, like leucocytosis, 
is not a strictly reliable diagnostic sign. It is of value 
when present, but its absence may mislead the 
observer. 

There is always confusion in diagnosis when ap- 
pendicitis coexists with other diseases, such as 
acute enterocolitis, cholecystic lesions, etc. In acute 
enterocolitis the appendix is probably always in- 
volved. Such cases, however, are not true appen- 
dicitis, but must be regarded as a part of the 
general infection of the gastroenteric tract. In the 
Base Hospital where I was located during the war 
they had very stringent orders relative to operating 
for appendicitis as soon as the diagnosis was made. 
As a result many patients of this class came to 
operation because of pain and tenderness in the 
right iliac fossa. In such cases the appendix was 
red and congested, but presented an appearance no 
different from that of the adjacent intestinal tract. 
Such patients would no doubt have recovered with 
subsidence of the gastroenteric irritation. 

What has been said in regard to retroperitoneal 
and retrocecal appendix emphasizes the importance 
of differentiating between this type of appendicitis 
and lesions of the upper urogenital tract. Pyelitis 
and pyonephrosis may be confused with appendicitis. 
The diagnosis can usually be made by ureteral cather- 
izat.on which will show distinct evidences of a lesion 
in the urogenital tract. In cases where appendicitis 
produces irritation of the ureter a few pus and blood 
celis may be found in urine from the lower ureteral 
segment, but urine obtained from the renal pelvis will 
be found normal. 

Appendicitis in children is often difficult to 
diagnose and is a very serious disease. The child 
is usually not able to describe lucidly the character 
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of the pain, its location and subsequent shifting. 
In examining the abdomen great care is necessary 
as the child is apt to show resistance over areas that 
are not involved. 

Lobar pneumonia very frequently simulates acute 
abdominal lesions, especially acute appendicitis and 
cholecystic disease. Not infrequently the initial 
symptoms of pneumonia, particularly in children, 
are pain and tenderress in the right abdominal 
quadrant. However, the diagnosis can usually be 


made within a few hours after onset of the disease 
by careful observation and repeated examinations. 


FRANCIS BUILDING. 


AN UNUSUAL CASE OF PELVIC FISTULA 


M. Beacu, M.D., F.A.CS., 
Pittsburgh, Pa. 


Mr. G., aged 30, a trained nurse, was referred to me for 
the treatment of a fistula which, appeared in the perineum 
three inches from the anus. He gave a history of tuber- 
culosis of the hip present for a number of years. De- 
struction included the acetabulum, and pus was discharging 
into the pelvic cavity and thence into the bladder and rectum 
as well as through the perineum. 

Roentgenograms showed a stone in the bladder about 
the size of a small hen’s egg, and exfoliation of bone 
on the internal suriace of the pelvis, the largest sequestrum 
being about two inches long. 

Procioscopy revealed a perforation in the third rectal 
chamber emitting pus, which added to the complications. 
Ali the s.nuses appeared to rise from a common origin,— 
the leit hip joint. 

I performed a suprapubic cystotomy as a first step, with 
the idea of further surgical procedure to obliterate the 
rectal and perineal lesions. The stone removed was the 
largest calculus I had ever seen. At the same time I 
removed a large number of sequestra, of various size, the 
largest three inches long by an inch wide. 

Dur.ng the operation, we were able to trace rather ac- 
cu-aiely the approaches of invaded tissues from the 
original lesion. Anteriorly the tract reached the bladder 
through the prevesical space, and another arm perforated 
the rec.um and perineum th.ough the retrorectal and 
superior pelvi.ec.al spaces. These proximal openings were 
cu.etted as thorough.y as could be done and sterilized with 
t.nc.ure of iodine. A cherry red solution was also instilled 
into the sinuses. The wound was closed with bladder and 
super.or pelvirectal drainage, supplemented with drainage 
in ihe Retzius space. 

We expected iu.ther operative procedure but nature ap- 
peared wondrously kind in its reparative processes. Fol- 
low.ng removal of the stone and sequesira, the patient made 
a good recovery with a stiff joint and, much to my surprise, 
all sinuses healed without any iurther inierference. At last 
accounts, in 1910, ten years after the treatment the patient 
was still in good condition and following his occupation 
without interruption. 

The case is unusual: 

1. Because it responded so readily to drainage. 

2. Perforation of the rectal wall is very rare. : 

3. Spontaneous healing of the fistulous tracts, after 
removal of calculus and sequestreciomy, resulted, I believe, 
trom the hyperplasia thrown out at the approaches or prox- 
imal ends of the tracts. 

4. The perineal tract did not involve the rectum directly, 
but was an arm from the pelvirectal space. 

5. The symptoms characterized the extent of the lesions 
by the extravasation of urine and the emissions of the in- 
testinal contents. 
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THE EVALUATION OF FUNCTIONAL 
NERVOUS DISORDERS IN INDUS- 
TRIAL SURGERY 
Otiver J. Fay, M.D., F.A.CS., 

Dés Mornes, Iowa. 

Already in the dawn of the mechanical age, it 
has been necessary to rewrite industrial surgery. 
As the work-bench has been replaced by compli- 
cated machinery, as saddle-horse and coach have 
made way for railroad and motor car, as pine 
knot and tallow dip have given way to electricity 
with its spiderweb of high voltage wires crossing 
and recrossing the continent, industrial injuries 
have multiplied, and have assumed new and un- 
usual forms. The rapid enactment of industrial 
compensation laws, in part another phenomenon 
of our mechanical age, and in part a response to 
our dawning social conscience, has not only 
been an etiological factor in the development of 
certain functional nervous disorders, but has also 
made new demands upon the medical profession, 
has made essential a new language of prognosis. 
Where the physician in general practise may 
state his prognosis in more or less vague terms, 
with the weal of his patient alone in view, the 
industrial surgeon is required to give his prog- 
nosis a concrete form, to make a definite estimate 
of the duration or degree of disability with due 
regard not only for the injured individual but for 
the insurer as well, or in a truer and larger sense, 
for society which the insurer represents. In the 
ten years in which I have served as Medical Ad- 
visor to the Iowa Industrial Commissioner, no 
category of patients has offered so grave a prob- 
lem as that wnicn presents physioiogicai sole- 
cisms. The man who has a demonstrable organic 
lesion may have his compensation fixed with at 
least a fair measure of accuracy and justice, and 
is then usually willing to return to his work. 
Estimation of the disability resulting from purely 
functional trouble, on the other hand, offers al- 
most insurmountable difficulties, and the problem 
of returning the injured man to the ranks of the 
workers accordingly looms large. A great ma- 
jority of all industrial injuries are surgical ones, 
but the six-tenths of one percent which comprises 
those cases exhibiting functional nervous disor- 
ders has an importance. out of all proportion to 
its numerical strength. Skillful surgery may do 
much to lessen the disability resulting from a giv- 
en injury, but the attitude of the doctor who first 
sees a patient may definitely determine the devel- 
opment of, gr the time of recovery from a trau- 
Matic online The prevention of functional 
nervous disorders following injury, their evalua- 
tion and treatment once they have developed is, 
therefore, a problem to be met, not by the neur- 
ologist alone, but by every physician and surgeon 
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who cares for industrial injuries. When “railway 
spine,” the pioneer among the type of nervous 
lesions under discussion, was first recognized as 
a functional nervous disorder some two score 
years ago, it was felt that such lesions came defin- 
itely within the province of the neurologist, and 
in the years that have since elapsed, the major 
efforts of these specialists have been focused on 
the correct classification of functional nervous 
diseases. If I venture here into a field which may 
seem the preserve of the neurologist, it is because 
experience has convinced me that it is recovery 
and not classification that is the urgent need in 
these cases. d 
It is not difficult to understand why Errichsen 
and his early followers should have believed that 
the group of symptoms they termed “railroad 
spine” had an organic basis. They knew nothing 
of roentgenology, which today enables us defin- 
itely to rule out skeletal injuries. The Wasser- 
mann reaction is also a child of twentieth century 
science, and its general application is today of 
great value in eliminating cases in which there 
are changes of specific origin in the central nerv- 
ous system. Even microscopy was in its early 
infancy when Errichsen wrote of railway spine 
so that cellular pathology was less than a name, 
and without cellular pathology any theory of 
etiology must remain little more than a pipe 
dream. Even today any discussion of nervous 
lesions suffers under a handicap for cellular path- 
ology is still in its crude beginnings. We know 
something of gross pathological changes, some- 
thing of inter-cellular pathology, though even 
here our knowledge is still so limited as to serve 
as little more than an index to a great unexplored 
realm, but of intra-cellular pathology, of the 
changes within the cell, we know nothing. We 
have not even found the instruments, we do not 
even know the methods that would enable us ef- 
fectively to study these changes. When we con- 
sider how limited our knowledge of the cell, it is 
obvious that anything we say today may tomor- 
row seem as unscientific as Errichsen’s views of 
yesterday seem to us today. Yet we must meet 
today’s problems with today’s knowledge. On 
that basis we must determine whether the patient 
who develops paralysis without demonstrable 
anatomical lesions, the patient with a wrist-drop 
followi..g palmar injury, the patient with an anes- 
thesia that corresponds to artistic rather than to 
anatomical standards, is to be classed as a neurotic 
or a faker. I shall not enter into the time-honor- 
ed discussion of neurosis, of neurasthenia, of hys- 
teria, of hystero-neurasthenia, of neurastheno- 
hysteria, but shall content myseif with a generic 
term, and shall speak of all those cases in which 
subjective and objective symptoms are hopelessly 
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at variance, as “physiological solecisms”. Thus 
even the neurologist will find it difficult to prove 
me guilty of heresy. 

Classification is, after all, only the means to an 
end. Once a diagnosis has been made, the case 
ticketed, we come to the real issue: what can we 
do for the patient? A diagnosis that does not 
pave the way for effective treatment may be a 
scientific achievement, but it cannot be accounted 
a practical success. The diagnosis between hys- 
teria and neurasthenia may have therapeutic sig- 
nificance. Whether you subscribe to Babinski’s, 
to Janet’s, or to Freud’s theory of hysteria ,one 
salient point remains—whatever the exciting fac- 
tor, hysteria is an inherent and not an acquired 
condition. Neurasthenia, a much used and much 
abused term, is generally understood to signify 
nerve exhaustion of whatever origin. The point 
at which nerve exhaustion is reached will show 
wide individual variation, but it is evident that 
the large store of nervous energy as well as the 
small one may be exhausted. Just here lies the 
essential difference between neurasthenia and 
hysteria—the hysteric must be born, the neuras- 
thenic may be made. Neurasthenia may develop 


in anyone when there is an overdraft on the store 
of nervous energy; hysteria can develop only in 
the individual with congenital susceptibility. Yet 
injury may be the immediate cause of the devel- 


opment of either. The individual with the hys- 
terical “anlage” may go through life without de- 
veloping hysteria; an accident that activates his 
dormant tendency by increasing his suggestibil- 
ity would accordingly be compensable. An indi- 
vidual with a pitifully small reserve of nervous 
energy may yet live out his allotted span without 
becoming acutely conscious of his lack; an acci- 
dent that robs him of his small capital of nervous 
energy, leaving him bankrupt, must be held as 
responsible as though his capital had been large 
and almost inexhaustible. From the compensa- 
tion standpoint, neurasthenia is comparable to 
true traumatic hernia, and hysteria to industrial 
hernia. The violence that produces the hernia in 
each case differs widely, but the measure of 
responsibility to be attached to the accident 
varies not at all. In both conditions, examina- 
tion and re-examination, prolonged discussion 
and uncertainty of settlement, have a deleterious 
effect upon the progress of the case, but from 
here on, the basis of settlement varies. In neur- 
asthenia, an early settlement should be made al- 
lowing the injured a reasonable work-free inter- 
val in which to build up his depleted nervous 
store. In hysteria, immediate settlement should 
be compulsory, but it should be based upon the 
minimal period of disability compatible with ear- 
ly settlement—it is the suggestion given by set- 
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tlement and not a period ot rest that is needed 
here. 

The differentiation of traumatic neuroses from 
simulation or malingering may be a most difficult 
problem, yet this is often the point upgn which 
diagnosis and compensation hinge. We may ad- 
mit that a realization of the monetary value of 
the physical infirmities is almost as important a 
factor in the case of traumatic neurosis as it is 
in simulation, but just here the similarity ends. 
Simulation implies a “voluntary, conscious act, 
willed and reasoned, an act which is intended to 
lead and deceive the judgment of those from 
whom some advantage is to be gained”. In trau- 
matic neurosis there may be the same absence 
of any physical basis for the complaints, but the 
suggestibility of a patient with a traumatic neu- 
rosis may result in his accepting imaginary symp- 
toms as real. The suggestion may originate in 
his own mind; it may come from garrulous friends 
who delight in relating the sad fate of someone 
they have known who sustained a similar injury, 
but I have been struck by the number of neurotic 
patients who give a history of having been under 
the care of osteopath or chiropractor. The injur- 
ed has been informed by these back-door practi- 
tioners that he is suffering from this or that in- 
jury to the bones of the spine, usually a subluxat- 
ed vertebra. This information, further emphasiz- 
ed by the repeated and drastic treatment which 
these subluxations always require, sinks deep into 
the patient’s consciousness. He feels that so ser- 
ious an injury must call forth grave symptoms, 
and, ergo, grave symptoms he has. With so seri- 
ous an injury, he reasons, it is only fair that com- 
pensation should be large, and any other basis of 
settlement but aggravates his symptoms. Nor 
are these back-door practitioners the only cul- 
prits. It is unfortunately true that some of our 
colleagues occasionally keep insured employees 
under observation and treatment for an unneces- 
sarily long period, and in the course of this treat- 
ment so much emphasis is laid upon the possible 
ill-effects of even trivial-appearing injuries that 
the patient becomes obsessed with the notion 
that he has some permanent disability requiring 
a generous award. I believe that the attending 
physician is for the most part entirely innocent o/ 
any desire to exaggerate the injury or unneces- 
sarily prolong the treatment; he simply fails to 
realize or to take into account the suggestibility 
of his patient. Simple questioning may reveal to 
the patient that he might be expected to have 
given symptoms and, presto, he has them. 

Information acquired in the course of examina 
tions and treatment is of untold value to the si 
ulator, and simulation by exaggeration and per 
sistence is more frequent and more difficult t0 
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detect than is ordinary malingering. In this type 
of simulation, there has actually been injury, call- 
ing forth symptoms witli which the patient has 
become entirely familiar. It is accordingly easy 
for him to exploit these symptoms, sometimes 
elaborating upon them, sometimes laying em- 
phasis upon only a few. The resulting clinical 
picture is often a distorted one, but it does not 
present more, and it may present less contradic- 
tions than does the usual traumatic neurosis. 
Careful clinical examination will reveal the exag- 
geration or perpetuation of a paralysis due to peri- 
pheral nerve injury, but subjective symptoms 
such as pain, hyperesthesias, claudication, or par- 
tial paralysis of central origin may be more diffi- 
cult to evaluate correctly. 

The part that suggestion plays in the develop- 
ment of a traumatic neurosis is shown by the 
most superficial consideration of the classes of 
people suffering from them. You need only brief- 
ly review the patients coming under your own 
personal observation. Did you ever know a foot- 
ball player who developed a traumatic neurosis? 
His injuries are varied and legion: sprained ank- 
les, wrenched shoulders, fractures running the 
gamut from phalanges to vertebrae, but have you 
ever seen a traumatic neurosis develop as the re- 
sult of such injury? Certainly in my own work, 
| have never seen a traumatic neurosis following 
injury sustained in farm or domestic service, 
types of employment not covered by industrial in- 
surance in lowa. Yet the annals of industrial in- 
surance of those European countries in which in- 
juries in such occupations are compensable con- 
tain so many reports of neuroses following just 
this type of injury that it is evident that people 
engaged in such pursuits do not enjoy a peculiar 
immunity. Obviously there is nothing in the na- 
ture of any physical injury to determine trauma- 
tic neurosis. It is the patient’s psychic reaction 
which determines the development of a neurosis 
—in other words, it is dependent upon the pa- 
tient’s suggestibility. 

There are certain simple facts which go far in 
assisting the man without special neurological 
training in differentiating traumatic neurosis 
from simulation. The methods and instruments 
of hair-splitting diagnosis must be left to the 
neurologist, but certain points of differentiation, 
based for the most part upon gross discrepancies 
between subjective symptoms and anatomical 
facts—since symptoms of mental origin are ob- 
Viously not subject to anatomical limitations— 
will enable the industrial surgeon to arrive at a 
Practical working diagnosis. 

In anesthesia of organic origin, for instance, 
the parts supplied by a given nerve trunk, or by 
agiven nerve center are affected. Thus, in injury 
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to the ulnar nerve the little finger and the outer 
half of the ring finger may be anesthetic. In hys- 
terical anesthesia, on the other hand, the loss of 
sensation is symmetrical, segmental, or geome- 
tric, unless the patient has some definite knowl- 
edge of nerve distribution, gained perhaps in the 
course of repeated examinations. There may be 
glove—or stocking—anesthesia, or the loss of 
sensation may be limited to irregular blotches on 
trunk or limbs. If hemianesthesia be present, 
there is a sharp line of demarcation bisecting the 
body vertically, a condition which can have no 
anatomical basis. It is also of interest to note 
that hysteric paralysis is more apt to develop on 
the left side—for no apparent reason except that 
the majority of physicians are right-handed, and 
so first apply the pin prick, the camel’s hair brush, 
or other tests to the patient’s left side. 

Hyperesthesias or painful areas are far more 
frequent than anesthetic ones—perhaps for psy- 
chological reasons rather intimately associated 
with the thought of compensation. The tender- 
ness is sometimes diffuse, but is more often con- 
fined to isolated areas. In cases of traumatic 
neurosis following supposed injuries to the spine, 
multiple areas of tenderness, particularly over 
the spinous processes of the contused area, are 
the rule. Very gentle manipulations will cause 


the patient to evince excessive pain, but if the ex- 


aminer’s hand is left in place while the patient’s 
attention is taken up with the examination of 
some other part, deep pressure will pass unno- 
ticed. In the same way a patient who complains 
that an injured joint is so tender that he cannot 
bear the gentlest manipulation, will flinch not at 
all when the entire limb is violently jarred, par- 
ticularly if at the moment his attention is focus- 
ed upon the examination of an admittedly normal 
joint. Unilateral rigidity of the muscles of the 
trunk is difficult or impossible of simulation, and 
its existence is prima facie evidence of tenderness 
of the part. 

Passing from subjective symptoms, which in 
this class of patients are particularly difficult of 
appraisal, to objective symptoms, we note some 
related phenomena. The peculiarities of distri- 
bution already recorded in the sensory may also 
be noted in the motor field. In hysteric hemi- 
plegia, the paralyzed member is usually flaccid, 
while in organic hemiplegia there is often second- 
ary contracture. The leg is the favored site for 
hysterical paralysis, and the gait of these hyster- 
ical patients bears only the most superficial re- 
semblance to the gait in true paralysis, the leg is 
held stiffly and dragged as though helpless, or 
less frequently, it is shoved ahead. In true par- 
alysis, the distal parts of a limb are often more 
affected than the proximal; in spurious paralysis, 
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the paralysis is usually uniform throughout. 

In hysterical paralysis, one part of the face 
alone, particularly the lower part, is never affect- 
ed as is so often the case in true hemiplegia. The 
tongue sometimes deviates from the midline 
when it is protruded, but this deviation is to the 
sound and not to the paralyzed side as in organic 
hemiplegia. 

The method in which the patient employs the 
crutches or canes of which he makes use is often 
eloquent. I have seen a patient who could barely 
drag himself into the examining room, who was 
forced to ask aid in seating himself or in rising, 
make remarkable progress on his way down the 
public hall, employing his crutches in a manner 
which could not possibly afford him the slightest 
support. Often, too, in the course of an examina- 
tion, a patient may be led to perform certain 
movements which would be impossible if the 
paralysis of which he complains really did exist. 
It is only necessary that his attention be focused 
on some other part in order to overcome the in- 
hibition. 

The reflexes are of value only in so far as they 
cannot be brought under the control of the pa- 
tient, who is often a veteran of examinations and 
re-examinations. He has heard his doctors and 
his lawyers discuss the significance to be attribut- 
ed to this or that reflex, this or that symptom, 
until his symptoms have become so many and so 
varied that they might well serve as the index 
to some system of diagnosis. In his account of 
accident and injury, in his answers to questions, 
he lingers lovingly over certain harrowing details, 
lays great stress upon the unusual severity of 
his symptoms in the past, assures us that his 
present condition is but faint indication of the 
gravity of his injuries. He rarely feels that he 
has been accorded the necessary care, however 
painstaking’ and thorough the work of the exam- 
ining physician may have been. 

Happily for the patient, but unhappily for scien- 
tific diagnosis, perhaps, many of the methods em- 
ployed in the army to detect simulators and neu- 
rotics, are not adaptable to the conditions of civil 
life. We cannot confine our patients to a cell while 
we are carrying on our investigations, nor is it oiten 
possible to administer an anesthetic for the purpose 
of differentiating a spurious from a true contracture. 
Yet there is a lesson to be learned from military ex- 
perience with this category of patients, a lesson which 
is the more valuable because it answers the ques- 
tion of treatment. Babinski, who has won general 
recognition for his work in this and allied: fields, 
returned a verdict of “Back to work” in the case of 
soldier neurotics. The methods used in carrying out 
this verdict may not always have been ideal, but 
the ends obtained seem to have justified the means, 
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since they were most satisfactory not alone from a 
utilitarian but also from a medical standpoint, 
Largely upon the recommendation of Marie and 
Babinski, France ruled that no pensions should be 
granted for functional nervous disease. The large 
army of potential invalids that had threatened to 
wreck impecunious France was thus turned back to 
swell the ranks of producers and, through this en- 
forced activity, it has won them back to a more or 
less normal outlook on life. ; 

Before the outbreak of the World War, the in- 
creasing number of traumatic neuroses was threaten- 
ing to swamp the German compensation system. 
Ninety-two and seven-tenths per cent. of those com- 
ing up for examination because of traumatic neu- 
roses remained a permanent industrial liability. Re- 
coveries were practically limited to those forced to 
return to work because the compensation allowance 
did not meet the family need. Denmark, apparently 
profiting by her neighbor’s experience, made a lump 
sum settlement obligatory in all cases of functional 
nervous disorders, and so records ninety-three and 
seven-tenths per cent. recoveries as against the seven 
and three-tenths per cent. in Germany. The Danish 
laborer who suffers from traumatic neurosis, or a 
kindred functional disorder, is granted temporary 
compensation for a limited period; he is then re-ex- 
am.ned and a definite and final settlement is made. 
The maximum sum that can be awarded is not great; 
the workman has nothing to gain and much to lose 
by prolonged invalidism; recovery is, accordingly, 
invariably rapid. For our own country, Dercum 
states that he has never known a patient with trau- 
matic hysteria who required, or was willing to sub- 
mit to treatment once his case was definitely settled. 
If the legal warfare was long drawn-out, he may 
have been an invalid for two, three, or four years, 
but once the final payment is made, recovery is little 
short of miraculous. 

The problem of compensation is in reality a far 
broader one than the general public, or even we oi 
the medical profession, generally realize. We are 
inclined to look upon industrial insurance as a more 
or less personal matter between employee and in- 
surer, to feel that we have little or no interest in the 
bone which they are picking. We entirely lose sight 
of the basic fact—that in the last analysis, society 
is the insurer, we ourselves pay industrial insurance 
in higher costs. The disabled worker means one 
producer less, one dependent more, so that the Luss 
in production has always to be multiplied by two. 
Under a majority of the compensation laws today in 
force, there is real danger that the steadily increasing 
number of functional nervous diseases will be- 
come so great a financial burden as to swamp our 
present industrial organization, for each period 
of unemployment, of industrial unrest, swells the 
growing army of pensioners on industry. Though 
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the industrial surgeon does his part in recogniz- 
ing and ticketing these cases, he is for the most 
part powerless to affect a cure; he cannot break 
the vicious circle of neurosis aggravated by 
desire for compensation and desire for com- 
pensation aggravated by neurosis. If these 
patients are burdens to the insurance com- 
pany and to society, they are none the less 
burdens to themselves, and they will continue to 
baffle the doctor, to provide greater revenue for 
the lawyer, to exsanguinate the insurance com- 
pany, until such time as our lawmakers shall rec- 
ognize the necessity of calling in medical coun- 
sel before compensation laws are framed, of pro- 
viding for medical counsel in the administration 
of these laws once they have been enacted. Then, 
and then only, shall we be able to treat these 
physiological solecisms successfully; for what- 
ever your classification, whatever their type, 
there is one and only one effective treatment for 
any compensation neurosis. That treatment is 
an obligatory lump sum settlement, an irrevoca- 
ble closing of the case under circumstances that 
necessitate an early return to normal life, a re- 
sumption of normal interests. 
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A METHOD OF USING SUCTION AND 
SPRAY APPARATUS BY THE 
BEDSIDE 


Louis M. PeartMAN, M.D., 
New York. 

Some form of suction and spray apparatus is 
now essential in every nose and throat operating 
room. The usefulness of suction and spray need 
not be limited to the operating room, however. 
After a tonsil and adenoid operation, when the 
patient is placed in bed, an effective suction ap- 
paratus is of great value in clearing the throat of 
vomitus, which obviates its swallowing or possi- 
ble inhaling and assists in keeping the bed linen 
clean. By having a suction apparatus at the bed- 
side and a reflecting light conveniently attached, 
the bed becomes as useful for treatments as the 
operating table and the patient may be effectively 
treated without being subjected to the disturb- 
ance of removal from the room. The various 
advantages of the individual bedside suction ap- 
Paratus have not been generally utilized, how- 
ever, because of complex installation, expense 
and awkward encumbrances. To overcome these 
objections the following simple and inexpensive 


hat has been installed and is proving success- 
ul: 


: One electric pump for air pressure and suction 
$ installed in the operating room. One eighth inch 


PEARLMAN—SUCTION APPARATUS 


brass air tubing is connected to the pump and leads 
to the operating table and to several hospital rooms. 
Each room is provided with outlets for both air 


A - Suction Tube 
C - Reflecting Light 


B- Air Pressure 
D~ Switch 


suction and air pressure with the usual bottles 
and suction tubes attached to each outlet. There 
are valves which control the tubes leading to the 
hospital rooms. These valves are closed during 
an operation to prevent the suction and air press- 
ure in the operating room from being interfered 
with by simultaneous use of the apparatus in any 
of the other rooms. An electric switch controll- 
ing the central pump with a red light indicator 
is placed beside each outlet. 

This bedside equipment has been found very 
helpful in the after-treatment of nose and throat 
operations and is of particular value as an aid in 
the prevention of complications after a tonsil and 
adenoid operation. 


1 West 86TH St. 


CHRONIC APPENDICITIS. 

We know enough about acute appendicitis te be 
able to pretty well rule that out in the consideration 
We 
enough about the kind of cases being called chronic 
appendicitis to know that it is safe te take time 19 
observe and study them—the only risk we run is 
having their appendix removed by someone else be- 
fore we art at our decision.—Howarp L, Prince 
in the New York State Journal of Medicine. 


of a given case—this leaves us time. 
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TRAUMATIC NEUROSES 

We commend the careful reading of Dr. Oliver 
Fay’s contribution on The Evaluation of Functional 
Nervous Disorders in Industrial Surgery in this is- 
sue of the Journat. Admirable in style and fault- 
less in composition, it is a model in literary expres- 
sion—one of those samples of elegance in exposition 
and excellence in rhetoric that are uncommon in 
medical writings. But beyond its charm of form 
the article is also attractive in its substance, for it 
rationalizes from aspects that are frequently lost 
sight of the social bearing of a problem of large 
and growing importance. 

Too often the surgeon, intent upon somatic lesions 
and their mechanical correction, is inclined to dis- 
miss as no compensable part of an injury the subjec- 
tive symptoms that, physiologically, do not appear to 
be a proper part of it, the “functional nervous” com- 
plaints that are attributed by the patient to physical 
trauma. Too often, on the other hand, such neu- 
rotic affects are early fastened upon the victim of an 
industrial accident by the indiscreet comments of 
the legitimate practitioner or by the unscientific 
vaporings and unnecessary manipulations of the 
“back-door practitioner” of quackish cults; and too 
often they are thus encouraged to continue in the 
patient by delay in reaching a final settlement of his 
claim. 

Irrespective of the psychic background, says Fay, 
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the neurosis that develops from an industrial injury 
should be compensable as part of the disability aris- 
ing from that injury. This is not merely sympa- 
thetic, it is entirely reasonable. 

“Neurasthenia may develop in any one when 
there is an overdraft on the store of nervous 
energy; hysteria can develop only in the in- 
dividual with congenital susceptibility. Yet in- 
jury can be the immediate cause of the de- 
velopment of either. The individual with the 
hysterical “anlage” may go through life with- 
out developing hysteria; an accident that acti- 
vates his dormant tendency by increasing his 
suggestibility would accordingly be compensable. 
An individual with a pitifully small reserve of 
nervous energy may yet live out his allotted 
span without becoming acutely conscious of 
h’s lack; an accident that robs him of his 
small capital of nervous energy, leaving him 
bankrupt, must be held as responsible as though 
his capital had been large and almost inex- 
haustible.” 

In the individual who, before his injury, was 
manifestly “neurotic,” hysterical or hypochondriacal 
it would be difficult, indeed, fairly to evaluate the 
functional nervous disorder attributable to an in- 
jury. Often is it more difficult still to distinguish 
the conscious, deliberate simulation of disabilities 
and assumptions of suffering from unconscious, 
“neurotic,” affects—and even from real pains and 
physical limitations. The hope of financial remun- 
eration subconsciously motivates the honest neu- 
rotic, just as it consciously actuates the malingerer. 
Delays in settlement and repeated examinations in- 
tensify the functional nervous disorder, just as 
they serve to school the faker in the art of simula- 
tion. For this reason and for the best interest of 
worker, industry and society, Fay urges that trau- 
matic neurosis should receive early and final settle- 
ment. 

“In neurasthenia, an early settlement should 
be made allowing the injured a work-free in- 
terval in which to build up his depleted nerv- 
ous store. In hysteria, immediate settlement 
should be compulsory, but it should be based 
upon the minimal period of disability compat- 
ible with early settlement—it is the suggestion 
given by settlement and not a period of rest 
that is needed here.” 

The increasing complexities of manufacture and 
distribution, and the operation of compensation laws 
are bringing more and more into the work of sur- 
geons generally not merely physical ailments but 
also importantly related side-problems that they do 
not meet in other spheres of practice. To the im- 
mediate need of healing, of maximum anatomic re 
storation, has been added the demand for maximum 
functional restitution. To this social need the suf 
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geon is responding with intensive effort in plastic, 
protective and corrective technics and in painstak- 
ing after-care. The evaluation of functional nerv- 
ous disorders in industrial surgery is also his prob- 
lem. It is helpfully illuminated by such a contribu- 
tion as Fay’s, reflecting as it does both large ex- 
perience and breadth of view. 


SCIATICA. 

Sciatica is not a clinical entity but a symptom 
which may be occasioned by a great number of 
different causes. Apart from the sciatica which 
is due to specific known causes of nerve inflam- 
mation or pressure, there is a variety character- 
ised by the radiation of pain along the course of 
the great sciatic nerve for which no definite 
etiology can be ascribed. It forms, however, a 
large group of great interest from both the pure- 
ly medical and the medico-legal points of view. 
Some have thought it to be due to hypertrophic 
arthritis of the lower lumbar spine, Goldthwaite 
suggested that it might be caused by a subluxa- 
tion of the sacro-iliac synchondrosis, and more 
recently it has been considered as a symptom of a 
sort of fatigue or “rheumatism” of the ham-string 
muscles. In some cases various injections have 
proven efficacious; in others stretching of the 
ham-string muscles or the application of a plaster 
jacket has proven of value. But even excluding. 
these cures, there still remain a large number of 
such sciaticas in which no relief is obtained and 
which prove serious problems both to the phy- 
sician and to the legal expert when there is any 
question of trauma as a possible antecedent or 
precipitating factor. It is in the evaluation of 
these cases that the keenest intuition of the 
diagnostician will be called into play both for 
the purpose of establishing the ultimate etiology 
and to institute rational and adequate treatment. 


Progress in Surgery 


Selections from Recent Literature 


Granuloma Pyogenicum. A Clinical and Histologic Re- 
view of Twenty-Nine Cases. . MICHELSON, 
Minneapolis. Archives of Dermatology and Syphil- 
ology, October, 19285. 
his communication is based on a histologic study of 
the material contained in the pathologic collection of the 
‘Niversity of Minnesota and che observations made on 
4 series of cases examined clinically. 
Bi term pyogenic granuloma should include all sharp- 
Y Circumscribed granulation tissue growths occurring on 
cutaneous or mucous membrane surfaces and having the 
soprarance of a tumor, whether pedunculated or not. 
ft fourteen cases, the lesion was on a cutaneous sur- 
thirteen cases occurred on mucous membranes, 
a . in two cases the site was not given. While no part 
the fs body seems to be immune, the exposed parts ot 
e ‘ace and hands are by far the commonest locations, 
“specially the palmar surfaces of the fingers and hands. 
thes growths vary decidedly in size. The majority of 
Mare approximately 1 cm. in diameter. In one on the 
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conjunctiva, the growth was no larger than the head of 
a match. Sixteen cases in the series from microscopic 
study alone showed distinct pedunculation, while thirteen 
were sessile. 

The surface of pyogenic granulomas is not as a rule 
perfectly smooth, but shows lobulation, giving a rasp- 
berry-like appearance, or the surface may be rough with 
toothlike projections. 

The color is usually a shade of red. It may be very 
bright in new growths or a dark red as the tumors 
grow older. If hemorrhages have occurred, a melanotic 
brown may result. The palmar lesions that are not erod- 
ed are covered with a pearly translucent epithelium with 
a red tinge showing through. 

Erosion or ulceration is common. Lack of erosion is 
reason enough to look with suspicion on the growth and 
to proceed with caution in establishing a diagnosis of 
granuloma pyogenicum. Solitary tumors are the rule; 
multiple lestons are being exceedingly rare. 

Hemorrhage is one of the common and constant char- 
acteristics of pyogenic granulomas. For this reason, 
they are often termed “bloodwarts” by laymen. Sup- 
puration is another fairly common symptom. The 
amount of pus may vary from a mere oozing on pressure 
to a copius discharge which requires surgical dressings. 
Pain is never severe enough to cause the patient to seek 
relief. Lymphangitis of a marked degree and regional 
adenitis may develop, and in such an event fever and 
pain may be present. Itching may be annoying, espec- 
ially in cases occurring in the bearded region. Manipu- 
lation of the growth causes no discomfort. The lesions 
are practically without sensation. : 

A pyogenic granuloma of the lower lip may be mis- 
taken for an epithelioma. The firmer consistency, the 
hard edge and the destructive ulceration are the dis- 
tinguishing features of a cancer. If a crust is present, 
it must always be removed before making a decision. In 
pyogenic granuloma, this procedure causes a rather pro- 
fuse hemorrhage, which in itself may have considerable 
influence in making the diagnosis. 

Angiomas, the so-called angiosarcoma and hemangio- 
endothelioma, are lesions which must be considered 
when making a differential diagnosis. Decision must 
rest on the histologic examination. ee 

The therapy is simple but must be suited to the indi- 
vidual lesion and its site. In such a location as the 
palm, one does not wish to produce a surgical wound 
with a resulting scar. Here carbon dioxid snow freez- 
ings of about twenty seconds’ duration, with pressure, 
have proved effective. In one case, a single freezing 
sufficed. 


Glucose Infusions and Insulin in the Preparation of Poor 
Surgical Risks. Davin FisHer and EpmMunp H. MEN- 
sinc. The Boston Medical and Surgical Journal, Oc- 
tober 15, 1925. 

Glucose infusions and insulin administered before opera- 
tion in acute surgical conditions complicated by acidosis, 
shock, or incessant vomiting, greatly diminish the opera- 
tive risk and mortality, and transform a poor surgical risk 
into a fair or good risk. 

In general routine cases, particularly in gastric and 
gastro-intestinal conditions with or without inanition, glu- 
cose infusions and insulin have a remarkably invigorating 
per and greatly increase the operative percentage of 
safety. 

Glucose and insulin are indicated in those cases that 
are in good pre-operative condition, but who are to under- 
go a serious operation, in which some difficulty is an- 
ticipated. 


Extreme Respiratory Paralysis Following Caudal Anes- 
thesia. Davin C. Exxiorr, Denver, Colo. Colorado 
Medicine, October, 1925. 

Some toxic reactions may follow caudal anesthesia 
either immediately or delayed. Two such reactions in 
a series of 600 cases are recorded. 

Acute novocain poisoning may follow the puncture of 
the dura mater and the intraspinal injection of the solu- 
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tion or the absorption of the novocain into the systemic 
venous system, through the puncture of a large vertebral 
vein thence into the external iliac veins. 

In spite of these possible dangers caudal anesthesia is 
relatively a most valuable form of regional technique 
and is a suitable and satisfactory procedure in various 
surgical, gynecological and obstetrical procedures. 

The procedure can be made more safe by the addition 
of a prophylactic dose of caffeine sodium benzoate into 
the solution injected as is done in intraspinal anesthesia. 


Contributions to Brain Surgery. A. Removal of Certain 
Deep-Seated Brain Tumors. B. Intracranial Ap- 
proach with Concealed Incisions. WaAtter E. Danpy, 
Baltimore. Annals of Surgery, October, 1925. 

A case is presented of an encapsulated benign dural en- 
dothelioma arising from the covering of the cribriform 
plate, occuping both sides of the cranial chamber to an 
equal degree. The tumor was completely removed after 
a preliminary resection (removal) of the left frontal lobe 
from above. No loss of function of any kind followed the 
operation. This procedure (resection of a silent cerebral 
lobe in part or whole) is advocated as a method for the 
removal of certain intracranial tumors known to be benign 
and which are situated at such a depth as to be in large 
part or wholly hidden from view. 

The purpose of the method is to provide a good exposure 
of the tumor so that the brain may not be injured in reach- 
ing and removing the tumor; that the tumor may be ex- 
tirpated carefully, and that bleeding may be controlled 
deliberately instead of being left to chance. Drawings 
illustrate a craniotomy approach designed to leave the opera- 
tive scar concealed. (Most routine craniotomy incisions, 
and all in which the frontal lobe or hypophyseal regions 
are explored, cross the forehead in front of the hair 
line, leaving scars of varying extent permanently visible.) 
In a general way, two small more or less U-shaped ad- 
join'ng skin-flaps are made instead of a single large one, 
a middle limb serving both as the back of the anterior and 
the front of the posterior skin flap. The base of the 
anterior flap is directed toward the orbit, the base of the 
posterior downward toward the zygoma backward much 
as the posterior half of the customary curvilinear cranio- 
tomy incision. When exposure of the frontal region is 
not desired, the posterior flap is outlined and a_ short 
straight or curved spur, one to two inches, is projected for- 
ward at right angles to its limb. The anterior skin flap is 
reflected anteriorly, the line of cleavage of the dissection 
being between the galea aponeurotica and the periosteum. 
The posterior flap is reflected later with the bone. The 
temporary muscle is incised parallel to its fan-shaped fibers, 
anteriorly as far as the reflected flap will permit and 
posteriorly directly under the skin incision. The perfora- 
tor openings in the bone are so placed as to be covered by 
the hair, thereby avoiding a slight depression which other- 
wise might follow. 

When the hypophyseal region is to be explored it is ad- 
visable to carry the anterior limit of the skin incision 
1 to 3 cm. onto the uncovered forehead. With this ad- 
ditional extension it is possible to reflect the anterior skin 
flap to the supraorbital ridge and to section the bone at the 
anterior-most part of the cranial chamber. 


Tonsillectomy During Acute Tonsillitis. Caprain RALPH 
E. Crowarp, Medical Corps, United States Army. The 
Military Surgeon, October, 1925. 

Clowatd quotes several who favor tonsillectomy during 
an attack of tonsillitis and concludes from his own ex- 
perience: (1) Tonsillectomy during acute tonsillitis is a 
safe surgical procedure under local anesthesia, if a clean 
excision of the tonsil is made, without undue traumatism 
to surrounding tissues. (2) Peri- and _ intra-tonsillar 
abscesses do not occur if the tonsils are removed in the 
early period of an acute inflammatory condition. (3) Com- 
plications, such as extension of infection and postopera- 
tive hemorrhages are more frequent following tonsillec- 
tomies performed during the period in which there is no 
acute inflammation in the tonsil than occur in tonsillec- 
tomies done during the period of acute inflammation. (4) 
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Peritonsillar abscesses and pulmonary abscesses frequently 
complicate acute tonsillar infections. (5) Acute tonsillitis 
may be treated surgically. 


Some Remarks on Labyrinthine Surgery. Epwarp B. 
Dencu, New York. The Laryngoscope, August, 1925, 
Dench records 20 cases of labyrinthine invasion in which 
the records are fairly complete. Seven were cured, and 
13 died. In all of the 13 fatal cases, meningitis was pres- 
ent at the time of the labyrinthine operation, and the 
labyrinthine operation was simply undertaken to drain the 
subdural space through the area triangularis. 

As the 7 cures were cases of uncomplicated labyrinthitis 
prompt operative interference at the occurrence of acute 
labyrinthine symptoms offers an excellent prospect of re- 
covery, but delay in the presence of labyrinthine symptoms 
is bad surgery. 

A dead labyrinth without symptoms need not necessarily 
be removed. In fact, in the absence of symptoms it js 
inadvisable to interfere with the labyrinth. The presence 
of a labyrinth‘ne fistula which gives rise to no symptoms 
and is recognized only at the time of radical operation 
is no indication for a labyrinthine extirpation. Its treat- 
ment is described. Accidental opening of the oval window 
is not necessarily followed by meningitis, and if the oval 
window is packed off at the time of operation meningitis 
will probably not follow. The removal of the labyrinth in 
cases of meningitis has proved extremely unsatisfactory, 
and while in the absence of any better procedure at present 
we shall probably all perform the operation. Dench says 
from his experience that it has been of no material benefit. 


The Present Status of Dental Foci of Infection. G. 0. 
GoopMaANn, D.D.S., Milbank, South Dakota. The 
Journal-Lancet, October 15, 1925. 

Periodically the professions are carried away by some 
fad. We get to seeing one thing and see it so hard that 
it shuts out the vision for all other things. Nothing 
but the bitter experience of our patients stops these fads 
and brings the practitioners to their senses. This is one 
reason why the fad of extracting as a cure for every 
disease is passing away. 

All mouths are infected, but not all people develop 
manifest lesions from such infections. 

If a tooth cannot be cured of its infection it should 
come out, but every pulpless tooth is not an_ infected 
tooth by a long ways, and many infected teeth can be 
treated successfully. Goodman dves not believe that a 
tooth once infected is always infected; nor that even 
one-half the ailments which are attributed to pulpless 
teeth are due to them. 

It is being proved every day in the practices of care- 
ful men, that a very considerable number of teeth which 
are both periapically and periodontally infected can he 
cured and will heal in the same manner and to the same 
degree that infections in other parts of the body are 
healed. 

Recent statements by leaders of both professions, 
sounding a note of warning, would indicate that our ideas 
of focal infection are changing. Prominent physicians 
and surgeons have rightfully spoken a warning to the 
medical profession as to the unfavorable reaction, on the 
part of their patients, which is almost certain to follow 
reckless and ill-considered sacrifice of the teeth. 


Riedel’s Chronic Thyroiditis: With a Report of Six 
Cases and a Contribution to the Patho'ogy. A. °: 
Bernarp SHaw and R. P. Smita, Newcastle-upot 


Tyne. The British Journal of Surgery, July, 1925. 
This peculiar affection of the thyroid was first described 
in 1896 by Riedel as a “chronic inflammation of the gla 
leading to the formation of an iron-hard tumor. The 
disease occurs both in men and women, and is character: 
ized by the appearance in the thyroid of an extremely 
tumor. Frequently the whole gland is enlarged, but 
lobe only may be attacked. Sometimes a localized nodu 
is present without general enlargement. The date of onst! 
and mode of development may be difficult to elicit; 
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swelling may begin on one side and then extend to the rest 
of the gland, but in some cases it appears to begin diffusely. 
It may first be noticed by the relatives. The rate of growth 
is often slow at first, but later becomes accelerated. In a few 
cases there is a history of fluctuations in size. The swelling 
seldom forms a bulky tumor, and its comparatively small 
size compared with the marked symptoms has often been 
emphasized. Pain is rare. The early cases are without 
symptoms, but there is a remarkable tendency for the tumor 
to become adherent to and even to infiltrate the neighboring 
structures; it becomes firmly fixed to the trachea, carotid 
yessels, recurrent nerves, and other structures. The skin, 
however, is rarely involved. Pressure symptoms cause the 
patient to seek relief. The symptoms are increasing dyspnea 
with suffocative attacks, particularly at night, dysphonia or 
aphonia, and sometimes dysphagia. The general health is 
fairly good, and the medical history without special moment. 
There is no clinical evidence of hypo- or hyper-thyroidism. 

The most striking feature of the tumor is its remarkable 
hardness and density. Usually it is smooth or only finely 
jodular on the surface. With extensive adhesions the cer- 
vical structures are obscured, the margins of the tumor ill- 
defined, and there is loss of mobility. The lymph-nodes are 
not enlarged. There is no pyrexia, and a general clinical 
examination reveals no special abnormality. The clinical 
picture bears a close resemblance to certain forms of 
cancer, and most of the cases hitherto described have been 
diagnosed at first as malignant disease. The cut section of 
the gland is hard, smooth, creamy-white, opaque, and often 
intersected by fibrous strands. Microscopically there is no 
evidence of malignancy. ; 

The only successful treatment, at present, is surgical. 
Drugs and x-rays have proved of no value. Cure has been 
effected by complete thyroidectomy. Resection of a small 
portion of the tumor has been followed by resolution of 
the remaining portion in a number of cases. Spontaneous 
retrogression has been reported. When the disease is 
limited to the gland, removal prevents no difficulty; but in 
cases with extensive extra-thyroidal lesions, operation is 
difficult and dangerous, and success depends largely on the 
judgment of the operator in deciding the moment at which 
to stop before damage is done to the cervical structures. 
Fatal accidents have occurred where removal has been at- 
tempted in the face of severe adhesions. Tracheotomy is 
not advisable unless the dyspnea is extremely urgent. If 
complete extirpation is impossible, partial removal offers 
the best prospects. The inoperable cases die of suffocation. 

The authors report 6 cases, and describe the pathology. 
In 23 collected cases 10 were males. The youngest was 23 
and the oldest 63 years. Two-thirds of the cases occur 
between the second and fourth decades. The etiology is 
unsnown. The authors believe that the disease is a chronic 
inflammatory process of a granulomatous nature. 


The Diagnosis in Toxic Thyroid Disease. Ropert CAm- 
DEN WHITEHEAD, Noriolk, Va. Virginia Medical 
Monthly, October, 1925. 

The differentation of the two toxic thyroid diseases is 
not difficult. The absence of exophthalmos and the eye 
sign is almost characteristic of toxic adenoma. The 
blood pressure, if high, point$ to adenoma; if low, to 
exophthalmic goiter.. The palpation of the gland reveals 
the presence of the tumor and the asymmetry of the 
enlargement on the one hand, and the smooth symme- 
trical hypertrophy on the other. The question of age 
and duration of the disease will also assist in distinguish- 
ing the two types. The small percentage of cases with- 
out visible thyroid enlargement and the circulatory symp- 
toms will point toward serious cardiac disease. Here the 
basal metabolic rate is of value, though cardiac decom- 
Pensation gives an increase in the basal metabolic rate 
mn 76% of cases. In the latter disease the increased rate 
'8in direct proportion to the decompensation, and will 
hot, therefore, be high unless the decompensation is far 
advanced. It must also be remembered that myocardiai 
qeeeration is one of the results of prolonged toxic 

yroid disease. Such cases illustrate the necessity of 

Complete investigation. 

€ loss of weight and strength may suggest tuber- 
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culosis, and a transient glycosuria may be responsible 
for the diagnosis of diabetes. The proper investigation 
of the case should make elimination of these diseases 
fairly easy. 

Increased tendency to fatigue and loss of strength, to- 
gether with tremor, vasomotor disturbances and the 
nervous and emotional symptoms of thyrotoxicosis, 
bring into the field of differential diagnosis psychoneur- 
osis and neuro-circulatory asthenia. Here the rate of 
basal metabolism is of the utmost value, for these cases 
have a normal basal metabolic rate. The gastric crisis 
of exophthalmic goiter may lead to a suspicion of acute 
abdominal trouble. 

A neurotic patient with large colloid goiter may pre- 
sent symptoms closely resembling a thyroid intoxication. 
If these manifestations are due to a neurosis, the basal 
metabolism will be normal or below. 


Comparative Study of 100 Subtotal Thyroidectomies 
from a Single Goiter Zone. Simon Levin, Hough- 
ton, Mich. She Journal of the Michigan State Medical 
Society, October, 1925. 

This article is based on 150 thyroidectomies, tabulated re- 
sults on 2,500 examinations of 1,300 goiters, and the ex- 
amination of thousands of goiterous necks. All of these 
are from the Great Lakes goiter belt of Michigan. 

Our surgical goiter problem is greatly one of adenomata. 
Amongst thyroid persons of such large numbers, we must 
bear in mind that all fixed goiters may be potentially thy- 
rotoxic, especially the adenomatous type, whether nodular 
or adenomatotic. 

Toxic adenomata have a symptoms-complex different 
than parenchymatous exophthalmic goiter. Lugol’s solution 
should be used in preoperative preparation and postopera- 
tively in exophthalmic goiters, but is distinctly contrain- 
dicated in pure toxic adenomata, except where there is any 
possibility of a combined exophthalmic goiter. In severe 
hyperthyroidism of toxic multiple adenomata there is some- 
times an associated exophthalmos. 

Goiters are in many instances combined in type. We must 
recognize the presence of adenomata in apparently colloid 
goiters, and, that in about 7% of Levin’s thyroidectomies, 
parenchymatous goiters, (exophthalmos to a smaller degree), 
were associated with large multiple adenomata. This may 
be characteristic of his special goiter section. 

As to symptoms, pressure occurs in 96% of all these 
goiters, more marked in deep or in thoracic types than in 
the highly placed ones. Tachycardia and tremor are pres- 
ent in all toxic goiters. 

The thyroid thrill was present only in 50% of the toxic 
goiters and then mostly in the well marked ones. 

Surgeons, during thyroidectomy, should search the thyroid 
and accessory thyroid areas for pathological thyroid tissue 
to make certain that all hyperplastic parenchymatous and 
all adenomatous tissue is removed. 

More thorough and judicious resection can now be made. 

Severe toxic and intrathoracic goiters should be operated 
with local infitration, as general anesthesia certainly adds 
to the risk and may mean the over-balancing element against 
recovery. 

No thyroid deaths occurred in Levin’s hands, and 99% 
had perfect voices immediately after operation. 

Surgeons, internists and roentgenologists must recognize 
that thyrotoxic goiters are economically deficiency diseases, 
and it is the duty of all to bring these patients to proper 
subtotal thyroidectomy as early in the disease as is pos- 
sible. 

X-rays and radium have only supplemental value in the 
cure, but must not be used to delay radical treatment. 


The Inevitable Damage Consequent upon Goiter. 
FreDERICK A. Cotter, University of Michigan. The 
Boston Medical and Surgical Journal, September 17, 


1935. 
Coller thus summarizes : 
1. Endemic goiter is composed of colloid and: adeno- 


matous elements. In early life the colloid element predomi- 
nates, after twenty-five the adenoma predominate. These 
changes are progressive and constant and in time, the iength 
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of which is well established, will cause the appearance of 
symptoms. 

2. Frank hyperthyroidism caused by endemic goiter 
will be found to increase in frequency from the latter part 
of the third decade to the fifth and sixth decades when at 
least a third of the cases will have it. . 

3. Definite cardiovascular damage will appear in at least 
a quarter of those with hyperthyroidism-and in a smaller 
but appreciable number of those with normal metabolic 
rates. 

4. Endemic goiter is a precancerous lesion with an in- 
cidence of malignancy of at least 3%. 

5. Endemic goiter causes many mental changes of a 
minor, but disabling nature and in those with a psychopathic 
inheritance may excite the appearances of some mental ab- 
normalities. 

6. The progressive nature of the goiter pathology and 
the appearance of symptoms enables us to attack the goiter 
at a time when medication has ceased to be effective and 
when the changes begin to menace the health of the pa- 
tient. The surgical removal of the adenomatous goiter 
at this time will prevent the appearance of the great mor- 
bidity otherwise to be expected. 

7. The removal of adenomatous goiters should be ad- 
— on diagnosis in individuals after the age of twenty- 

ve. 


Deep Roentgen-Ray Exposure as an Aid in the Differ- 
ential Diagnosis of Mediastinal Tumors. WILLIAM 
A. Evans and Traian Levucutta, Detroit, Mich. The 
Journal of the A. M. A., October 17, 1925. 
According to the rate of reduction, we are able to 
classify the mediastinal tumors in the following groups: 
1. ‘Cumors originating from the proliferation of the 
lymphocytic cell element of the mediastinal lymph glands 
or of the thymus (such as Imphosarcomas, thymomas, 
pseudoleukemia, lymphatic leukemia and simple lym- 
phomas). These tumors entirely disappear within four 


to ten days following the administration of a 90 to 100 
per cent, skin unit standard dose of roentgen rays over 


the tumor mass. 

Tumors originating from the proliferation of the 
reticulo-endothelial cell element of the mediastinal 
lymph glands and thymus (Hodgkin’s disease, Stern- 
berg’s type of hyperplastic tuberculosis, endothelioma). 
These tumors are reduced within ten days following the 
administration of a 90 to 100 per cent. skin unit dose 
to about one half their original size, and then entirely 
disappear within six weeks following the exposure. 

3. Other primary tumors of the mediastinum, such as 
sarcomas, originating from the areolar connective tissue 
(fibrosarcoma, large round cell sarcoma, alveolar cell 
sarcoma, carcinoma of the thymus or thyroid glands and 
teratomas). These tumors show a more or less pro- 
nounced reduction in size following the administration 
of the 90 to 100 per cent. standard skin unit dose, but 
they rarely disappear at the period of six weeks follow- 
ing exposure. In such cases, the radiation helps us in 
establishing the fact that we are dealing with a malig- 
nant tumor, but no accurate diagnosis can be made with 
regard to the type of tumor. 

4. Benign tumors of the mediastinum (lipoma, chon- 
droma, fibroma, adenoma, myoma, neuroma, dermoid 
cysts etc.) or pseudotumors (aneurysm and encysted 
pleural effusion, chronic abscess). These tumors are 
very little or not at all influenced by radiation. 


The After-Results of Operations for Malignant Disease 
of the Breast. ALtan C. Perry, London. The 
British Journal of Surgery, July, 1925. 

From a detailed analysis of the aiter-results in 653 cases 
of breast cancer Perry concludes: 

1. When we find that 28 per cent. of all cases survive 
more than seven years, the operation can be said to have 
justified itself. 

2. The most favorable age for operation is the quin- 
quennium 50 to 54, both as regards duration of life, and also 
as regards recurrence being delayed for a more lengthy 
period. 

3. In younger patients the prognosis is not so good, and 
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recurrences are more likely to occur early. 

4. The absence of deposits of carcinoma in the axillary 
glands improves the prognosis, and it is possible that the 
microscopic evidence of chronic inflammation suggests an 
increased resistance to the disease. 

5. Medullary carcinoma is not such a fatal type as it is 
so frequently considered. 

6. Cases showing carcinomatous hyperplasia should be re- 
garded as definitely malignant, and a radical operation per- 
formed. 

7. Papillary cystic and intracystic carcinomata are the 
least malignant, and intraductular carcinoma is only sligntly 
more so. ; 

8. Late recurrences do occur even as long as fifteen 
years after operation. This possibility almost precludes the 
establishment of a cure in malignant disease of the breast, 
It suggests, moreover, that cases should be thoroughly ex- 
amined at definite intervals, and any recurrence observed 
should be dealt with preferably as new focus of malig- 
nant disease. 

9. Although the length of history given by the patient 
is misleading, there can be no doubt that the earlier the 
case is operated on, the more favorable will be the prognosis. 
All operations must be thorough, and one would be inclined 
to extend the operation still further by removing the sup- 
raclavicular glands in many if not all cases. 

10. There appear to be no grounds for believing that 
the lower inner. quadrant of the breast is a dangerous area 
for carcinoma to originate. 

11. A counsel of hope is necessary, in that life is cer- 
tainly prolonged by the operation, and in many hopeless 
cases the final stages of the disease are made more bearable 
for the patient. 


Gastro-Jejunal Ulcer. A. J. Watton, England. The 
Lancet, October 17, 1925. 

If once ulceration has occurred, and there are definite 
symptoms or a positive +-ray examination, operative inter: 
ference is the only treatment that is likely to be of any 
value, but in the earlier stages, when there are simply 
ill-defined symptoms, a course of medical treatment may 
possibly prevent the progress of the ulcer, and it is in 
order to obtain the cases in this stage that a series of follow- 
up investigations is of extreme value. As regards the pre- 
ventive treatment of the first operation it is pointed out 
that one of the factors of importance is the abolition of all 
mechanical devices to perform the anastomosis and the use 
of catgut sutures throughout. In addition, extreme care 
must be taken to bring about absolute apposition of the 
mucous coat, for if a gap be left the deeper layer of sutures 
will be exposed, and although of catgut they may persist 
for a long time and act as foreign bodies. For this reason 
Walton has abandoned the excision of the strip of mucous 
membrane surrounding the opening, although this method 
gives a much neater union. Another factor of value, is 
to place the anastomotic opening rather higher up on the 
greater curve, that is, about 3 inches from the pylorus. 
There was a tendency among all surgeons in the past to 
make the opening as near to the pylorus as possible, but 
it has been clearly shown that in ulcers of the lesser curve, 
where the opening has been placed high up, the results 
have been satisfactory, and as a general rule the higher the 
opening is placed the more complete is the neutralization of 
acid. In the treatment of the established condition, & 
cision of the ulcer and resuturing with catgut is unsatisfac- 
tory. Where it was adopted Walton had four cases of rt 
currence, and believes that the only treatment which 1s 
likely to be of any avail is to perform a partial gastrectomy 
which is sufficiently extensive to considerably reduce the acid. 

If the opening is placed %4 inch distal to the flexure the 
operation is comparatively easy, and it is now Waltons 
custom in all cases of pyloric and duodenal ulcers in which 
the acid in the test meal is abnormally high not to perform 
an absolute no-loop gastroenterostomy, but to place te 
opening about 2 inches from the flexure. : 

Walton concludes: (1) Gastro-jejunal ulcer is a rela- 
tively rare complication of gastric and duodenal ulcer 0% 
curring in a little over 2 per cent. (2) Its frequency does 
not warrant the introduction of extensive operations for 
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the treatment of the primary condition. (3) It is almost 
entirely limited to pyloric and duodenal ulcers. (4) It 
occurs almost wholly in the male sex, and is found in those 
cases in which the gastric acidity is high. (5) As a gen- 
eral rule it is found when the acidity after the primary 
gastro-enterostomy persists, this being possibly due to an 
anatomical variation in the distribution of the oxyntic celis 
in the stomach. (6) The symptoms of this complication, 
although slight at first, nearly always commence immediately 
after the primary operation. (7) The frequency of the 
condition will probably be diminished by performing the 
anastomosis rather higher up than usual. (8) The treat- 
ment of the established condition should be by partial gas- 
trectomy, which will be aided by placing the stoma rather 
more remote from the flexure than is usual at the first 
operation. 


Recent Advancements in Cholecystography. WILLIAM 
H. Stewart, Max Einuorn and Eric J. Ryan, New 
York City. Radiology, September, 1925. 

While in a number of ways the jejunal method was found 
to be superior to administering the dye intravenously, it was 
far from harmless, many patients having seve.e ieactions 
about an hour after the injection. Investigations convinced 
the authors that with the drug given by mouth, satisfactory 
results are achieved. The method of procedure is as fol- 
lows: 

After a thorough cleansing of the intestinal tract and a 
light breakfast, a preliminary roentgen examination of the 
gall blader is made in the regular manner at about Io A. M. 
The usual lunch is then allowed.- At 5:30 Pp. M. a light 
meal is advised, consisting of vegetable soup, a baked potato, 
bread and butter and a cup of coffee, tea, cocoa or milk. 
Forty grains of the tetraiodophenolphthalein having been 
freshly made into eight five-grain pills and well coated 
with keratin, the patient is instructed to begin at 9 Pp. M. and 
take two pills with a wineglass of water every fifteen minu- 
tes until all are taken. At 7 A. M. the following morning, 
a cup of coffee and one roll are allowed. At 10 A. M. a 
complete fluoroscopic as well as roentgenographic examina- 
tion of the gall-bladder region is made. Four hours later, 
at 2 Pp. M., the examination is repeated. Regular lunch is 
served at 2:30 Pp. M., followed by another x-ray examination 
at4.p.M. The patient returns the following morning for 
a final observation. 

The starvation diet is necessary in order that the gall 
bladder may become distended with the opaque bile. In 
normal cases it should appear at the twelfth hour and should 
slightly diminish in size and become more intense in out- 
line four hours later, As soon as food is given it commen- 
ces to contract and to empty itself, as shown by the diminu- 
tion in size and detail of the shadow. This observation 
is to be made during the examination at 4 P. M., after lunch. 
The following morning, the shadow of the gall bladder, 
unless pathological, should have disappeared. 

_ The patients submitting to the oral method, fifty-three 

in all, have had no severe reaction. About 10% had a vomit- 

ing attack and 5% a mild diarrhea. Only four cases failed 
to yield a gall-bladder shadow. 


Separation of the Gall-Bladder from the Liver through 
Trauma. (Uber traumatische Ablésung der Gallen- 
blase von der Leber.). Louis ANDERSSON, Lund. Acta 
Chirurgica Scandinavica, October 1, 1925. (Vol LIX, 
Fase. 1V-V). 

Andersson reports a case in which the gall-bladder was 
Partially severed from the liver through a trauma, oper- 
ated upon, and recovered. He gives an analysis of 10 or, 
Possibly, 11 similar cases described in surgical litera- 
ture. He attempts to explain the mechanism in the pro- 
duction of these lesions. 


A Report of Six Cases of Pyelitis in the Newly-Born 
Infant. R. H. Grawam, Aurora, Ill. The American 
Journal of the Medical Sciences, September, 1925. 

‘he incidence was the same in the two sexes in this 
series, The infecting organisms were staphylococcus aureus, 
4 nonhemolytic streptococcus and b. coli, each in 2 cases. 

Onset suggests an invasion by the bacteria at the time 
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of birth in most instances. Leukocyte counts ranged from 
11,000 to 16,000. Blood cultures were negative. The pa- 
tients responded to alkalies and large quantities of water. 


The Frequency of Bilateral Renal Tuberculosis. J. 
DELLINGER BaRNEY and STEPHEN G. Jones, Boston. 
The Boston Medical and Surgical Journa!, September 
17, 1925. 

In cases of so-called unilateral infection the apparently 
healthy kidney may also be tuberculous more often than is 
realized. While cystoscopic examination of the bladder 
will generally show changes in the mucosa, especially 
around the ureter of the affected side, which one is in the 
habit of calling “characteristic” of tuberculosis, it is also 
generally acknowledged that these changes may sometimes 
be absent, extremely slight, or of an entirely uncharacter- 
istic nature. While some authors believe that the guinea 
pig test is practically infallible there seems to be much 
disagreement. Various writers have reported many proved 
cases of renal tuberculosis in which the guinea pig test was 
negative. Here, as in the smear, several factors are re- 
sponsible for the negative results. The tendency of the 
disease to close itself off plays its part, while the technic 
of inoculation is a factor of the utmost importance. If 
improperly done it is useless. 

As Hyman showed, the urine obtained from the opposite 
kidney by ureteral catheterization may give a positive 
guinea pig test in cases followed carefully, that do not 
develop tuberculosis of the remaining kidney. Undoubtedly, 
in these cases the bacilli are either carried to the kidney 
from the bladder urine, through an infected catheter or the 
contamination is due to a reflux. 

The authors mention the possibility of the finding of 
tubercle bacilli being due to a filtration through a healthy 
kidney. This phenomenon was proved, so far as it is 
possible to do so, in 5% of their series of cases. 

In the present series of 100 cases pus was found in the 
healthy kidney in 38%. There being no demonstrable tuber- 
culosis of these kidneys, the opposite and obviously 
tuberculous organ was removed in all. While it has been 
impossible to follow up most of these cases, 6 or 21% sub- 
sequently developed tuberculosis of the remaining kidney. 
In contrast to this group, 35 others whose healthy kidney 
contained no pus whatever are, so far as known, alive and 
have no evidence of tuberculosis of the remaining organ. 

It seems to be impossible to detect tuberculosis of the 
kidney in certain instances. When, however, the least sus- 
picion of the integrity of an organ is aroused by its local 
symptoms, the appearance of its ureteric orifice, the pres- 
ence of leucocytes in its urine or by a retarded and dimin- 
ished phthalein output then careful and if necessary re- 
peated search for tubercle bacilli should be made. If these 
organisms are absent the surgeon may feel that he has done 
all that is humanly possible, bearing in mind, however, that 
the final proof will come only with ‘time. That many of 
these cases will eventually develop tuberculosis of the re- 
maining kidney is indisputable. If this unhappy circumstance 
occurs within a year or two after nephreciomy, who can 
say whether it was already present at the time of operation 
or it developed subsequently ? 


Renal Tuberculosis. A Clinical Survey of 295 Cases, 90 
of Which Were Not Operated On. Mauritz PeErs- 
son, Stockholm, Sweden. Annals of Surgery, October, 
1925. 
Persson deals with the clinical material of 295 cases 
of surgical renal tuberculosis, 205 of which were sub- 


jected to operation. All the patients except 12 (8 of whom 
were operated on) were seen and examined again at a 
later date, the period of observation after discharge from 
hospital in every instance not less than three years. 

The frequency of renal tuberculosis in men is almost 
twice that in women. Hereditary tendency can be traced 
in 25% of the cases. Almost two-thirds of the cases are 
patients in the third or fourth decades. 

Coincident tuberculosis in other organs has, according 
to the records, been shown in about only half of all the 
cases; pulmonary tuberculosis in 22.4%; genital tuber- 
culosis (of men only), in 15.6%. Within five years after 
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the clinical beginning of the disease, 63% of the non- 
operated died, as a rule of urogenital tuberculosis, but, 
in some instances, of miliary tuberculosis and pulmonary 
tuberculosis. 

It was impossible to demonstrate spontaneous healing of 
tuberculosis of the kidney in a single case. One case, 
surviving twenty-seven years after hospital treatment, 
displayed so-called autonephrectomy. Another case, after 
seventeen years’ observation, displayed subjective perfect 
freedom and microscopically perfectly normal urine; the 
guinea-pig test, however, was positive. 

Post-examination of cases treated by nephrotomy and 
kidney resection exhibit no favorable result. All the cases 
with perfectly certain diagnosis (6 patients) were dead 
when the post-examination should be made. Bad results 
are also shown after nephrectomy in bilateral cases, All 
the 8 patients died within two years after operation. The 
total operative mortality in nephrectomy for unilateral renal 
tuberculosis amounts to 7.3%. The late mortality amounts 
to 24.7%. Only 11.1% of the late mortality has occurred 
during the first year after operation; 46.6% within the 
first three years. Late mortality is considerably greater in 
the — of men than in women (28.4% and 19.2%, respec- 
tively). 

Fifty-seven and one-tenth per cent. of all the operated 
cases are, on post-examination, healthy; another 5.5% ex- 
hibit an evident improvement. Of these latter, one-half 
have lived more than ten years after the operation. Only 
in one case of one-third of the 57.1% healthy cases has 
the urination frequency become completely normal. Five 
per cent. of all the operated patients are worse, but still 
alive. Four of these 9 patients have shown tubercle 
bacilli in the urine. 

The best possible operation wound healing appears to have 
been secured by ligation of the ureter and burning it off 
by thermocautery below the kidney pelvis, and allowing 
the stump to drop back, and, finally, primary suture of the 
wound. Abscess formation has occurred in only 2 of 64 
cases treated in this way, all of which were followed for 


a long time after operation. Equally good healing has been 
obtained, however, in 4 cases where, after infection of the 
wound from the abscess contents, a little draining tube 
has been inserted for the next day or two after the opera- 
tion. Women, otherwise healthy, who have been nephrec- 
tomized for renal tuberculosis, can go through pregnancy 


and parturition just as well as normal women. But, on 
the other hand, if the remaining kidney be affected by a 
chronic nephritis, pregnancy can lead to exacerbation of the 
disease. 


A Few Cases of Two-Step Nephrectomies, NATHANIEL 
G. Atcocx, Iowa City, lowa. The Journal of Ur- 
ology, September, 1925. 

Nephrostomy, as a preliminary to nephrectomy in in- 
fections of the kidney, is cleary indicated in a very small 
group of cases. The size of that group of cases is in pro- 
portion to the surgeon’s conservatism and to his lack 
of skill and courage. The preliminary nephrostomy 
makes the freeing of the kidney more difficult, but the 
decrease in the size of the kidney, the improvement of 
the patient’s general condition, and the decrease in the 
tendency to hemorrhage, compensates for the increased 
difficulty. 


Partial Resection of the Kidney. Epwarp Starr Jupp, 
Rochester, Minn. <Awnals of Surgery, September, 1925. 

It is entirely feasible to perform resection even in cases 
of solitary kidney, and it should be due whenever a more 
complete removal of the infection can be accomplished. 

Resection of double kidney is practical, provided the 
disease is definitely confined to one ‘segment. Just as in 
cases of solitary kidney the resection can undoubtedly be 
made whether the kidney is double or single. 

For the present, one should be contented with nephrectomy 
in most cases of tuberculosis. Even in what appears to be 
very early cases, the infection usually involves more of the 
renal tissue than can be demonstrated except by microscopic 
examination. 

Before resecting renal tissue, the amount of renal hyper- 
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trophy and atrophy must be taken into consideration in 
order to save a segment of the kidney that will be of some 
service to the patient. 


Stones in the Kidney Pelvis. A Nonoperative Method 
of Removal with the Aid of the Cystoscope. Brans- 
Forp Lewis, St. Louis. The Journal of the A.M.A,, 
October 3, 1925 

The patient concerned in this report was subjected to so 
many operations for the removal of stones from both 
kidney pelves and ureters that further operative measures 
hecome’a serious question. In view of his lowered vitality 
and the distressing after-effects of operations, something 
else had to be done. It occurred to Lewis that if the kidney 
could be turned upside down, so to speak, and the pelvis 
distended with fluid at the same time, both the release of 
the stones and their escape from the cavity might be 
promoted. This object might still further be enhanced by 
succession movements and energetic massage applied to the 
affected kidney through the lumbar wall. The successive 
stages of these manipulations were carried out for the first 
time in the morning, and when the patient was dismissed 
he was told in jest that he would pass a stone at 3 o'clock 
that afternoon, and he did! The succussion treatments 
were administered at intervals during the following year, 
with results so gratifying that about seventy-five stone; 
have been evacuated; and during the last five or six 
months, both kidneys have been kept fairly clear of con- 
cretions. 

The Role of Nephrostomy in Genito-Urinary Surgery. 
ArtHur H. Crospiz, Boston, Mass. The Journal of 
Urology, September, 1925. 

By nephrostomy Crosbie refers to any operation in 
which drainage is established through a kidney to the 
kidney pelvis, whether this drainage be temporary or 
permanent, 

He feels very strongly that a kidney should never be 
opened for any cause whatsoever without leaving drain- 
age to the kidney pelvis. For this drainage he prefers 
a rubber tube. It is impossible to open a kidney and 
then close it without an accumulation of blood clot in 
the pelvis, which is more than the pelvis and ureters 
should be asked to take care of. Of course, in most 
cases the clots will pass off satisfactorily, but in some 
grave trouble arises. If infection is present, as is nearly 
always the case in the presence of calculus drainage is 
of especial importance. 

If a stone is very large or there is much _ hydrone- 
phrosis, such as from a stone forming a ball-valve in the 
ureter or in the presence of much infection, a nephros- 
tomy should be done. Many times after removing a 
stone by pyelotomy Crosbie then does a nephrostomy. 
The damage to the kidney by such an operation is slight. 
The drainage is important to relieve the infection and 
also to drain wut small particles of stone that may be 
left. Then too there are cases where there is so much 
kidney destruction and low function that the question of 
a nephrectomy comes up. Many times after removal ) 
stones, under prolonged drainage, sufficient function will 
return to make it worth while to save the kidney, if not 
it is a simple matter to do a secondary nephrectomy. 

Nephrostomy is the operation of choice in obstructive 
anuria. Unless the case is caught very early, Crosbie 
is not content merely to remove the obstruction. 


Infections Along the Sheath of the Vas Deferens. H. 
C. Rotnicx, Chicago. The Journal of Urology, Oc- 
tober, 1925. 

The sheath of the vas deferens acts as a means of trans- 

mission of infection from the seminal vesicle. a 

This infection can manifest itself as a funiculitis or a 
perivasitis. 

It can extend to the tunica vaginalis and produce a perl 
orchitis. 

Bacteria carried along the sheath may infiltrate into the 
tunica vaginalis propria and produce an orchitis. : 

Idiopathic’ hydrocele with marked thickening otf the 
parietal tunica vaginalis may develop secondary to a sub- 
acute or chronic infection of the seminal vesicles, which 
is carried along the sheath of the vas deferens. 
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Congenital Valvular Obstruction of the Posterior Ure- 
thra. FRANK HINMAN and ApotpH A. KutTzMAn, 
San Francisco. The Journal of Urology, August, 1925. 

Fifty cases of valvular obstruction in the posterior 
urethra are collected from the literature, and 6 personal 
cases are added. 

The etiology is still in doubt but most observers favor 
a congenital basis. Clinically, valvular obstruction of 
the posterior urethra is essentially a disease of early 
childhood, most cases (62%) occurring prior to the age 
of ten. The early symptoms are chiefly those of uri- 
nary obstruction and infection; the later symptoms, 
renal insufficiency. A complete diagnosis is possible 
only after a careful history and a thorough urological 
investigation which may include cystourethroscopy, 
urography and renal functional studies, but is then quite 
definite. Diagnosis was clinically certain in all six per- 
sonal cases reported. Treatment is not difficult and 
may be conservative by fulguration or urethroscopic 
manipulations, and radical by suprapubic, perineal or a 
combined operation. 

The early incidence in life, its insidious nature, grad- 
ually causing as it does most serious renal damage that 
may soon become irremediable, and result fatally; the 
ability, by proper examination, of its positive recog- 
nition, and the fact that if recognized soon enough it 
can be easily cured, emphasize the extreme clinical im- 
portance ot congenital valvular obstructions of the pos- 
terior urethra. 


Acute Appendicitis in an Octogenarian. W. THELWALL 
Tuomas. Briiish Medical Journal, October 17, 1925. 
Thomas reports an acute gangrenous appendicitis in a 

woman of 86; appendicectomy; recovery. 


A Contribution to the Operative Technique in Vesico- 
Vaginal Fistula. Gustav and ALrrep E. 
Jones, Chicago. Urologic and Cuianeous Review, Oc- 
tober, 1925. 

After the fistula is exposed by properly inserting 
retractors, a curved urethral sound is_ introduced 
through the urethra into the bladder and its tip guided 
through the fistula into the vaginal opening. A vaginal flap 
is fashioned as in any trachelorrhaphy and excised by de- 
taching it from the bladder. The contouring of this flap 
is dictated by the extent of the cicatrization and by the 
surplus of vaginal floor presenting. The vesical opening 
is not touched at all by the knife. The denuded surfaces 
of the bladder wall are sutured together, being mindful 
not to perforate with the needle the vesical mucosa in 
order to avoid any interposition of this membrane which 
would interfere with primary healing. It is paramount 
to keep the tip of the sound in the fistulous opening until 
the last stitch is to be inserted and while this is being 
tied, the sound is withdrawn. If this detail is not observed, 
the success of the entire operation may be jeopardized. Due 
to the mobility of the parts, the operator may lose his 
bearings, the sutures may not be properly placed and failure 
will result. 

_ After the bladder seems to be properly closed, a catheter 

's inserted through the urethra, and by injecting through it 

some fluid the reliability of the vesical sutures is tested. Any 

leaking point discovered in this way is closed by additional 
suturing. When once the water-tightness of the bladder 
wall is ascertained, the vaginal wound is closed with sutures, 
catgut being used throughout the entire operation. It is ad- 

Vantageous, as in any plastic operation of a similar char- 

acter, to have the vesical suture line run at right angles 

to the vaginal one. 

1, as it may occur, the approach to the fistula is dif- 
ficult on account of extensive cicatrization around the 
vulva, a Schuchardt incision will furnish free access, The 


cntire operation may be properly performed under sacral 
anesthesia. 


Implantation of an Ovary. 

Ce em, Pa. _ Annals of Surgery, September, 1925. 
de ses in which the oviducts are completely and hopelessly 
Stroyed should, when it is possible, have some avenue 
or the ovary be so placed, that ripe ova may find an 
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entrance into the uterine cavity. Conditions possible for 
fertilization and pregnancy may be brought about, if func- 
tioning ovarian stroma be implanted upon the mucous lining 
of the uterus directly over the inner opening of one or both 
Fallopian tubes in the horns of the uterus. 

More than a hundred ovarian implantations after this 
method have been done. In forty-five cases complete and 
accurate information concerning the result of the opera- 
tion was obtained. Of the forty-five cases, twenty-two 
women had been pregnant before the operation, twenty- 
three had never been pregnant. Only four patients out of 
forty-five failed to. menstruate after the operation. After 
the operation four of our cases became pregnant, two went 
to full term and bore normal healthy children, two cases 
aborted at about three months’ pregnancy. None of the 
women reported “hot flashes” nor any of the manifold 
neuro-vascular phenomena. 


Chronic Endocervicitis: The End-Results of Operation. 
Joun Wi11am Burns, Liverpool. The Lancet, Oc- 
tober 17, 1925. 

The operative treatment of chronic endocervicitis by 
Sturmdorf’s method brings ahout a rapid and permanent 
cure 

As the chronically inflamed portion of the cervix is re- 
moved by this method what may be a potentially malignant 
area is destroyed. 

By rapidly decreasing the cervical discharge, which 
is always excessive in these cases, the vaginal exudation is . 
allowed to resume its normal acid protective quality. This 
is most important from a bacteriological point of view. 

The operative treatment described has little or no effect 
on conception, pregnancy, or labor. 


Uterin Endoscopy, Endometroscopy with the Aid of 
Uterine Insufflation. I. C. Ruspin, New York City. 
The American Journal of Obstetrics and Gynecology, 
September, 1925. 

Rubin uses as a uterine endoscope a modified McCar- 
thy cysto-urethroscope. As a rule the field of vision is 
an indifferent red which begins to brighten up as soon 
as air or gas is injected into the uterine cavity. While 
this is being done with one hand, the other hand hold- 
ing a rubber bulb or 20 c.c. syringe, the instrument may 
be gradually withdrawn as far as the internal os. As 
the endometrial surfaces are comparatively close it is 
necessary to view the mucosa from above downward 
and in one sweep any gross pathologic change can be 
seen. In this respect uterine endoscopy differs marked- 
ly from cystoscopy where the cystoscope must be swept 
around in many arcs to view the interior of the bladder. 
The uterine cavity itself as well as the cervical canal is 
more comparable to the urethra even when air is inject- 
ed except at the fundus which in some cases tends to be 
bicornate. The amount of distention of the uterus is 
just enough to separate the walls from each other and 
from the uteroscope and to prevent collapse of the 
-nucosa into the aperture of the instrument where the 
lamp and lens are placed. Having inspected the uterine 
cavity itself which requires a brief m‘nute, the instru- 
ment is withdrawn slowly down past the internal os into 
the cervical canal proper, noting the behavior of the 
former and the appearance of the latter as far as the 
external os and out. Inspection of the tubes, however, 
requires rotating the telescope and sheath to either side 
as the optical system is calculated for forward vision. 


The Sedimentation Test in Gynecology. Jos—erpH L. BAER 
and Rate A. Rets, Chicago. The American Journal 
of Obstetrics and Gynecology, September, 1925. 

This paper is a study of 192 sedimentation tests carried 
out of 100 gynecologic cases. “Sedimentation” here refers to 
the settling of erythrocytes in a column of citrated blood 
plasma. The test is a determination of the rate of such 
settling, using a standardized tube and technic, and is based 
on the observation of Fahraeus in 1917. 

The sedimentation test is useful in determining the pres- 
ence or absence of infection in the body. A negative sedi- 
mentation test, i.e., a sedimentation time over two hours, 
conclusively rules out pelvic infection. The rate of sedi- 
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mentation is directly proportional to the virulence of the 
‘nfection. The test is a further aid for determining the safe 
time for operation. The sedimentation test seems a more 
delicate prognostic index, good or bad, than either the leu- 
cocyte or temperature curve. 


An Operation for the Relief of Acromio-Clavicular 
Luxations. James T. WarkiNs, San Francisco. The 
Journal of Bone & Joint Surgery, October, 1925. 

Watkins finds that in acromio-clavicular luxation, a 
fairly common accident, there is a tear of the conoid and 
trapezoid ligaments (from the coracoid process to the 
clavicle). To correct this defect he has three times 
performed the following operation: 

A U-shaped incision concave forward extended from 
the joint, which it opened freely, along the front of the 
clavicle and down the deltoid just internal to Morn- 
heim’s fossa. The vein was left to the inner or mesial 
side of the incision, and the coracoid process uncovered. 
This was bored through laterally at its base. Through 
the hole thus made was passed heavy silk. The space 
between the coracoid and clavicle having been cleaned 
out, he bored through the latter twice, placing the pos- 
terior hole somewhat external to the anterior one. The 
silk was passed through these holes; the clavicle forced 
downward (or the shoulder thrust upward) into place 
and the silk tied, using a reversed surgeon’s knot. The 
knot was hammered flat. The acromio-clavicular liga- 
ment was next repaired, the skin closed, and the arm 
immobilized in maximum elevation. He begins to bring 
the arm down gradually after three weeks. By the end 
of eight weeks the patient should be ready to undertake 
any ordinary occupation. 

Cadenat’s experiments and clinical observations were 
identical with his own, as were also his conclusions. His 
mode of relieving the disability was materially different. 
He also cuts down on the coracoid, but instead of using 
silk to replace the coraco-clavicular ligament, he frees 
the acromial end of the inner fasciculus of the coraco- 
acromial ligament. It will be recalled that this liga- 
ment forms the vault or roof of the shoulder joint. He 
next carries the freed fasciculus upward from the cora- 
coid and stitches it in succession to the remnants of the 
conoid, the periosteum on the posterior superior aspect 
of clavicle and aponeurotic attachment of trapezius. 
Then he also resutures the torn acromio-clavicular liga- 
ment. 


Recurrent Dislécation of the Shoulder Joint. T. Turner 
Tuomas, Philadelphia. The Journal of the A. M. A., 
October 17, 1925. 

The best method of treatment in the anterior recur- 
rent dislocation is by an axillary capsulorrhaphy, which 
is one of the simplest, safest and most effective major 
operations in surgery, and very rarely requires hospitali- 
zation for more than one week. 

Return of motion after a capsulorrhaphy, from ordi- 
nary use of the arm, is sometimes too rapid to permit 
complete cicatrization before the joint is exposed to full 
violence. Therefore, operative stiffness is to be pre- 
served rather than feared. Three fourths of full motion 
at the end of three or four months is satisfactory, and 
some tightness in the axilla on full abduction of the arm 
at the end of a year is a good sign. Normal motion af- 
ter a capsulorrhaphy always develops in a nonepileptic 
patient or in an epileptic patient with mentality enough 
to desire it. 

A dislocation following operation in a nonepileptic 
patient is.an advantage in that particular case. It 
proves that the operative cicatrization was not sufficient 
for the needs of that patient and must be reinforced by 
the new cicatricial tissue following the new dislocation. 
In only one case was a second dislocation necessary to 
complete the cure. In thirty-three non-epileptic should- 
ers, a single capsulorrhaphy was successful in twenty- 
two without a further recurrence; in seven cases after 
one recurrence, and in one after two recurrences. This 
operation was a failure in three cases because the pa- 
tients failed to take advantage of the curative effects of 
the first dislocation following operation. 
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A single capsulorrhaphy stopped the dislocations per- 
manently in ten of the eighteen shoulders in epileptic 
patients. In two more, two capsulorrhaphies were nec- 
essary. In four, a high excision of the humeral head 
and in one a reshaping of the glenoid cup were neces- 
sary to prevent the dislocations. In the remaining case 
two capsulorrhaphies failed and no bone operation was 
performed. 

A snapping shoulder is a recurrent subluxation of the 
shoulder joint, probably of the anterior variety, as with 
the recurrent complete dislocations. An auxiliary or an- 
terior capsulorrhaphy will probably cure in every anter- 
ior subluxation, and may cause sufficient general con- 
traction of the capsule to prevent the snapping of a 
posterior subluxation. If it does not cure in any case, 
an added posterior capsulorrhaphy will probably com- 
plete the cure. This is important, because it may be 
impossible to determine which variety one is dealing 
with. It is a more disabling condition than a recurrent 
complete dislocation, because the displacement and snap- 
ping back occurs many times a day, while the complete 
variety almost always occurs at much longer intervals, 
usually of weeks or months. 


Operative Treatment of Abnormalities of the Fifth 
Lumbar Vertebra. ALFRED Epwarp GALLANT and 
Wa ter C. S. Koesic, Los Angeles. California and 
Western Medicine, September, 1925. 

The incidence of sacralized transverse process of the 
fifth lumbar vertebra is more common than has been sup- 
posed. It is possible to have a symptomless enlarged tran;- 
verse process, or an enlarged transverse process may give 
symptoms early or late in life. An enlarged transverse pro- 
cess may give no symptoms until a jolt, or other injury, 
is sustained. Changes in the relationship of  sacralized 
transverse process can produce pain which has been incor- 
rectly diagnosed. After conservative measures have failed, 
removal of the transverse process is justifiable. The tech- 
nique is described. Pain disappears almost immediately 
following the operation, and the scoliosis, if present, in 
about six months. 


An Unusual Case of Infection of the Spine. Leo Mayer, 
New York. The Journal of Bone & Joint Surgery, 
October, 1925. 

Mayer illustrates a simple method of operative ap- 

proach suitable for draining the bodies of the vertebra. 
The erector spinae muscles are retracted upward, expos- 
ing the transverse process. This is resected, the psoas 
muscle is stripped away from the pedicles, and the body 
of the bone is then readily accessible. He reports a 
case showing that a kyphos is not necessarily produced 
by a change in the shape of the vertebral bodies. It 
may also be caused by an inflammatory lesion of the 
bone, which, without resulting in actual bone destruction, 
seems to favor a softening of the intervertebral discs 
and a consequent deviation of the spinal bodies from the 
normal alignment. In the lumbar region the kyphosis 
could be produced by a spasm of the psoas muscle. In 
the case studied, the inflammatory lesion was due to the 
streptococcus viridans, which in this, as well as in other 
reported cases, causes bone inflammation without pus 
formation. 


Ernest W. Hey Groves, England. 
The Lancet, October 10, 1925. } 

One cause of non-union which is not uncommon is the 

inefficient application of screws and plates or wire in the 


Ununited Fractures. 


treatment of a fracture. It is commonly said that it's 
the malign influence of the foreign body which has hind- 
ered the vital repair. This is not the case. Bones toler- 
ate foreign bodies very kindly, provided they are fixed 
and give fixation. But it is the small plate which soon 
works loose, or the badly applied wire which works 
the mischief, causing friction, destruction of granulaf 
tissue, and non-union. 4 

In all doubtful cases when not more than six months 
have elapsed since the fracture, it is worth while to 
give a good trial for a period of about three months to 
non-operative methods. Such a case is often presente 
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by a fracture of the lower third of the tibia. 

“There are three non-operative methods available and 
these may be used singly or in combination. They are: 
(1) voluntary movements, the fracture being protected 
with a splint; (2) passive congestion with massage; (3) 
injection of blood or blood products in and around the 
fracture. 

In the encouragement of active movements the limb 
must be so protected by a case-splint that absolute rigid- 
ity without lateral movement is afforded to the bone, 
whilst the joints above and below are left free. The 
contraction of the muscles promotes hyperemia and also 
pulls the bones together. In the case of the tibia the pa- 
tient is made to walk, and this is a most efficient means 
of forcing the bone ends together and so promoting a 
frictional stimulus to callus formation. 

The second non-operative method is the “damming 
and hammering” advocated by Owen Thomas. A piece 
of rubber tubing is placed round the limb above and be- 
low the fracture as tightly as can be borne without alter- 
ing the arterial pulse and so kept for several hours daily. 
With this is associated a heavy percussion massage of 
the limb aimed at promoting tissue stimulation. 

The injection of blood or of serum or fibrin has not 
been used much in England and its value is suggested 
chiefly by experimental evidence. On theoretical grounds, 
Hey Groves thinks the method inapplicable to old frac- 
tures. 

In operations for those cases in which union is mere- 
ly delayed without gross change in the bone ends, Hey 
Groves advocates subperiosteal comminution. 

The bone ends are exposed but the thickened per- 
iosterm over them is left undisturbed. The fibrous tis- 
sue between the bone ends is cut away by chisel and 
spoon. Then each bone end in turn is taken between 
the jaws of two spiked steel instruments, which are 
curved to fit the convexity of the shaft. These are then 
hammered together, using a heavy hammer, so as to 
crush the bone and periosteum, but not separating one 
from the other. Free oozing will, of course, result from 
this, and the two comminuted bone ends are left in the 
midst of a hematoma over which the soft parts are care- 
fully sewn in several distinct layers without drainage. 
The limb is put up in a case-splint and active exercise 
taken as soon as possible. 

In all cases of definite non-union, the bone ends are 
so unhealthy that they must be not only cut into but 
cut away so as to secure a wide contact of raw surfaces 
of fresh bone. And this should be done in such a way 
as to fit and fix the ends together. Four things are nec- 
essary: Fresh bone—i.e., provided with blood-vessels and 
Sosoblasts, wide contact, close apposition, and firm 

xation. 

— and various forms of bone grafting are dis- 
cussed, 


Atypical Tabes Dorsalis (Forme Fruste): Surgical Er- 
rors in, With Leading Points in Diagnosis. A. E. 
Bennett, Omaha, Neb. The American Journal of the 
Medical Sciences, October, 1925. 

_ Atypical or “forme fruste” type of tabes is the most 

'requently missed form of the disease. Gastric crises 

in this variety often lead to unnecessary abdominal 

operations. 

_ Incomplete histories, careless examinations and in- 

'requent spinal punctures in doubtful cases account for 

Most errors. Gastric crises occur in from 10 to 20 per 

cent of all cases of tabes dorsalis. 

Reliable reports indicate that more than 10 per cent 
of tabetics have needless operations performed at least 
once upon a mistaken diagnosis. There are frequent 
i Ports in the literature of patients having had four or 
pee abdominal operations when the cause of the symp- 
oms was root pains of syphilis. 
aan Classical signs of tabes are absent in approxi- 
ps ad one-half of the early cases, when abdominal pains 
ated € present. The knee jerks are normal or exagger- 
pe cl least 25 per cent of early cases. The same 
Pples to ataxia, Argyll-Robertson phenomenon and 
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other later signs. Approximately 10 per cent of cases 
remain atypical throughout the entire course of the dis- 
ease. 

A complete life story of the individual with a careful 
analysis of the onset and development, a careful neuro- 
logical examination and a spinal fluid study should be 
made where there is the slightest doubt as to a diag- 
nosis. 

In patients presenting recurrent abdominal attacks 
with no relief from previous operations, the possibility 
of an atypical form of tabes dorsalis should be very 
firmly impressed upon the minds of surgeons, in order 
to decrease the all too frequent incidence of unnecessary 
operations upon tabetics. 


Book Reviews 


Tumors of the Spinal Cord and the Symptoms of Irrita- 
tion and Compression of the Spinal Cord and Nerve 
Roots. Pathology, Symptomatology, Diagnosis and 
Treatment. By CHartes A. Exsserc, M.D., Professor 
of Neurological Surgery, Columbia University; Con- 
sultant in Neurological Surgery, Presbyterian Hospital ; 
Attending Surgeon, Mount Sinai Hospital, and Neu- 
rological Institute, New York City. Large Octavo; 421 
pages; 354 _ illustrations. New York: PAuL B 
Hoeser, INc., 1925. 

This, Elsberg’s second book on spinal cord surgery, is 
his most conspicuous contribution to a field in which he 
has achieved eminence. The first work, Diagnosis and 
Treatment of Surgical Diseases of the Spinal Cord and 
its Membranes (W. B. Saunders Co.), published in 1916, 
was accepted as a standard and is widely quoted. This 
one, based on a much richer experience, is an intensive 
study of 100 personally studied and operated cases of 
spinal cord tumors of various kinds and at various levels. 
Eighty-one of these cases are reported in great detail— 
symptomatology, neurologic findings (each with its 
charts), operation, gross and histologic pathology, re- 
sults. These cases are critically analyzed, individually 
and collectively, thus presenting, with the descriptions of 
surgical technic, diagnosis and differentiation, indica- 
tions, prognosis, etc., a comprehensive monograph on 
spinal cord tumors. 

At first blush one might regard this as a special work 
of interest only to the neurologist and the neuro-surgeon. 
One needs to read but little of it, however, to be im- 
pressed with the fact that it should have a much wider 
appeal,—that it should, indeed, be studied also by the 
general surgeon and the general practitioner, the “in- 
ternist”, the gastro-enterologist, the orthopedist, the 
urologist. It is of general knowledge that spinal cord 
affections, and especially tumors, are often mistakenly 
treated as visceral or as peripheral nerve affections, and 
the protocols of Elsberg’s cases show that the true diag- 
nosis is often unduly delayed. The importance of his 
work lies very largely on his exposition of the symp- 
tomatology and signs of cord tumors by which they may 
be early recognized and localized. In this respect no 
less than in its technical details it is a monograph of 
distinction. 


The Crippled Hand and Arm. A Monograph on _ the 
Various Types of Deformities of the Hand and 
Arm as a Result from Abnormal Development, Injuries 
and Disease, for the Use of the Practitioner and Sur- 
geon. By Cart Becx, M. D. (Chicago). Octavo; 243 
pages; 302 illustrations. Philadelphia and London: 
J. B. Lipprncotr Company, 1924. 

At a time when reconstructive surgery is attracting 
much attention, one approaches a new book on this subject 
with expectations of profitable reading. In this one he will 
be vastly disappointed. It is crude, inadequate and not even 
up-to-date. The introductory chapters on anatomy and 
physiology are most elementary, and the rest of the book 
is scarcely less so. To secure large flaps Beck appears to 
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use only the “Italian” method—implantation into chest, 
abdomen or thigh. We found no reference to the modern 
tubed pedicle graft, and only a brief mention of the free 
whole-thickness skin graft—and that for a very minor 
operation. Like many other important procedures, there is 
omitted N‘coladoni’s transfer of a toe to‘replace a miss- 
ing finger. The author does describe, however, a similar 
procedure in which he “succeeded in a few cases,” viz., 
transplantation of a finger, into a toe to secure therefrom 
a missing nail. We do not think that many people could 
be persuaded to submit to the risks of such an operation, 
and to the extreme discomfort of ten days attachment of 
hand to foot, for the possible slight advantage (not even 
the reasonable assurance) of securing -thereby a missing 
fingernail. We also found described one other original 
procedure, credit for which, too, will probably not be dis- 
puted: for a semi-flexed immovable index finger “to make 
a sort of syndactyly, artificially uniting the tips of the 
fingers with a little bridge of skin...The healthy and strong 
middle finger will pull the motionless and useless index- 
finger along and allow the grasping movement of the hand 
perfect freedom.” There is scant reference to physiothera- 
peutic measures and none to corrective apparatus. Many of 
the captions under the illustrations are incomplete in that 
_ they do not state to what cases they refer. We regret that 
we cannot honestly praise this book. The author is an 
experienced and well-known surgeon, but in this publica- 
tion he has done justice neither to himself nor to the 
subject. 


Diseases of the Nose, Throat and Ear, Medical and 
Surgical. By Lincotn BALieNncer, M.D., 
Late Professor of Otology, Rhinology and Laryngol- 
ogy, College of Physicians and Surgeons, Department 
of Medicine, University of Illinois, Chicago; Fellow of 
the American Laryngological Association; etc. Re- 
vised by Howarp Cuartes BALLENGER, M.D., Fellow 
of the Chicago Otolaryngological Society; Fellow of 
the American Academy of Ophthalmology and Otolaryn- 
gology; Otolaryngological Staff, Evanston Hospital, 
Evanston and Henrotin Memorial Hospital, Chicago; 
etc. Fifth Edition. Octavo; 1080 pages; 551 engrav- 
ings and 32 plates. Philadelphia and New York: Lea 
& FEBIGER, 1925. 

This new edition of Ballenger’s well-accepted and 
comprehensive work has brought it up to date without, 
however, any radical changes. The sections on hay fev- 
er, asthma, hyperesthetic rhinitis and toxic neuritis of 
the eighth nerve (Méniére’s syndrome) have been entire- 
ly recast, however. Much emphasis is given to the in- 
dications for tonsillectomy, and the editor describes his 
own technic of the Ballenger-Sluder operation. All sur- 
gical procedures are well described and illustrated, but 
‘conservative treatment is nowhere neglected. 


Diseases of the Ear, Nose and Throat. By HAarotp 
Hays, M.A., M.D., F.A.C.S., Associate Otolaryngol- 
ogist, City Hospital, Adjunct Physician Riverside Hos- 
pital; Consulting Otolaryngologist Sing Sing Prison, 
and Sanitarium for Hebrew Children; Fellow of the 
American Laryngological, Rhinological and Otological 
Society; etc. Octavo; 961 pages; 495 illustrations; 55 
colored plates. Philadelphia: F. A. Davis Company, 
1925. 

This very readable work was not written to enter quite 
the same field as that of various excellent treatises on 
diseases of the nose, throat and ear that are available in 
English. It is intended as a simple exposition of the 
subject for the use of the medical student, the general 
practitioner and the novitiate in the practice of oto- 
rhino-laryngology. It avoids discussion of contraversial 
and very technical matters, multiplicity of methods and 
references to the literature. Within the limitations that 
the author set for his purpose, this book covers well a 
field in which he has made contributions, and presents 
the subject clearly and with proper emphasis on impor- 
tant details in diagnosis, operation, pre- and pvost-opera- 
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tive care. Essentially practical, rather than merely ele. 
mentary, the book can be recommended for the class of 
readers for whom it was prepared. It is freely illustrat: 
ed with original drawings and colored plates and with 
cuts borrowed from standard sources. The chapter on 
direct laryngoscopy was contributed by Charles Impera- 
tori of New York, that on the labyrinth by Isaac Jones 
of Los Angeles and that on diphtheria by Louis Fischer 
of New York. 


Die Chirurgie Der Brustorgane. Von FERDINAND Sauer 
BRUCH. Zugleich Zweite Auflage der Technik Der 
Thoraxchirurgie. Von SAUERBRUCH und E, DPD, 
SCHUMACHER. Zweiter Band. Mit einem anatomischen 
Abschnitte von WALTHER Fetix. Gross Oktavformat; 
720 zahlreichen farbigen Abbildungen und 2 farbigen 
Tafeln. Berlin: Juttus SPRINGER, 1925. 

The first volume of this much enlarged edition of 
Sauerbruch’s Technic der Thoraxchirurgie was reviewed in 
the JournaL, March 1921. This second volume, much 
more complete than the first in its references to the lit- 
erature, is a monumental work on the surgical pathology 
and the surgery of the heart and pericardium, the great 
vessels of the thorax, the mediastinum, the thoracic lym. 
phatic system, the thymus, the thoracic esophagus, the 
thoracic wall and the pleura. It is, as far as we know, 
much the most complete work on the subject. Even one 
who can not read German will learn much from the 
profusion of beautiful illustrations, many of which are 
in colors. The index to authors cited, printed in three 
columns, covers twenty pages; and the important con- 
tributions of Americans to thoracic surgery, experi- 
mental and otherwise, are included in these text refer- 
ences. As was the first volume, this book, is attractively 
printed on well coated paper, which reproduces the pic- 
tures to best advantage. 


The Principles and Practice of Medicine. Designed for 
the Use of Practitioners and Students of Medicine. 
Originally written by the late Stir Witttam Oster, Bt, 
M.D., F.R.S., formerly Fellow of the Royal College 
of Physicians, London; Regius Professor of Medicine, 
Oxford University; Honorary Professor of Medicine, 
Johns Hopkins University, Baltimore; Professor of the 
Institutes of Medicine, McGill University, Montreal; 
and Professor of Clinical Medicine in the University 
of Pennsylvania. Tenth Edition By THomas McCrag, 
M.D., Fellow of the Royal College of Physicians, 
London; Professor of Medicine, Jefferson Medical Col- 
lege, Philadelphia; Physician to the Jefferson and Penn- 
sylvania Hospitals, Philadelphia; etc. Octavo; 1233 
pages. New York and London: D. AppLeToNn AND 
CoMPANY, 1925. 

This posthumous edition of Osler’s Practice has been 
reverently prepared, with careful revision, by the great 
teacher’s former associate, Professor McCrae. Quite 
modernized throughout, it is still, in plan, in appearance, 
and in most of the classic descriptions, the cherished 
“Osler”. Essentially a text-book for students, the ed: 
tor has kept it what its author intended it to be—an ex 
position of established knowledge, not a discussion 0 
new theories and insufficiently tried remedies. It 's 
thus, as before, a description of the usual development, 
course and sequellae of diseases, their common and dis- 
tinguishing symptoms. Exceptions and variations aft 
duly noted, but not emphasized to the confusion of the 
student. There is a description of practically every te 
ognized disease, tropical and otherwise, that coms 
within the scope of general medicine; and this edition 
contains brief accounts of several recently studie 
aitections, such as Japanese river fever, tularemia, toruloss, 
agranulocytic angina—and several others. One nee€ 
read the sections on scarlet fever, anthrax, hypertension— 
mention examples at random—to note how the boo 
been brought abreast of recent knowledge. Medicine ha 
made strides in the five years since Osler died! 
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